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pre-op ‘nt pest op for 
hundreds of surgical procedures .. coe 
thousands of hospitals. 


SALICYLATE 


to control oozing and bleeding 


The problems of oozing and bleeding during surgical proce- 
dures are familiar to every surgeon. 

Adrenosem controls this oozing and bleeding by maintain- 
ing capillary integrity and by promoting the retraction of 
severed capillary ends. 

No untoward reactions have been reported in more than 
five years of clinical use. 


THES. 


(Brand of carbazochrome salicylate) 


BRISTOL, TENNESSEE . NEW YORK . KANSAS CITY 


Supplied in ampuls, tablets, and 
as a syrup. 


Write for comprehensive, illus- 
trated brochure describing the 
action and uses of Adrenosem 
Salicylate. 


°U.S. Pat. 2581850, 2506294 


ASSENGILL COMPANY 


. SAN FRANCISCO 
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“YES. ..1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN” 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
' high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
‘—go it’s ideal for effective pain relief when the 
“patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 


= ‘wtime—the fast onset of action means fewer of 


those “‘why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN 1,000’s save money - save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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(erythromycin ester, Lilly) as the propionate 


Ilosone provides more potent, longer-last- 
ing therapeutic levels in the serum within 
minutes after administration. A fast, de- 
cisive response is assured in almost every 


common bacterial infection. 


Usual adult dosage is one or two 250- 
mg. Pulvules® every six hours, according 
to severity of infection. For optimum ef- 
fect, administer on an empty stomach. 
(A 125-mg. pediatric Pulvule is also avail- 


able.) In bottles of 24. 


Ev! 


LILLY AND COMPANY 


Lity 


ORAL 
ERYTHROMYCIN 


assures a more decisive clinical response 
in almost every common bacterial infection 


*Shown by Aow many times the serum can be di- 
luted two hours after administration of the anti- 
biotic and still inhibit identical pathogenic strains 
of bacteria. This is the Tube Dilution Technique, 
which is regarded by leading authorities as the 
most meaningful method of comparing different 
antibiotics. It shows not merely the level of anti- 
biotic in the blood but the actual antibacterial 
effectiveness of that level. 


1. Griffith, R. S., et al.: Antibiotic Med. & Clin. 
Therapy, 5:609 (October), 1958. Note: Peak levels 
with the oral erythromycin tablets (thirty-three 
dilutions) were not observed until four hours after 
administration. 2. Data from Griffith, R. S.: Anti- 
biotics Annual, p. 269, 1954-1955. 
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How hospitals eliminate a 


dangerous source of bacteria— 


Airborne Dirt 


The Honeywell Electronic Air Cleaner removes 95% of 
all dirt that passes through the air handling system 


The accumulation of germ-laden 
dirt and dust in the ventilating 
and air conditioning ducts creates 
a hidden menace in the heart of 
the hospital. It is vital to keep 
these areas as free of dirt and dust 
as possible. 


Dirt and dust in ducts can mean 
the presence of disease-causin 

bacteria and virus. The Honapwel 
Electronic Air Cleaner traps dirt 
and dust particles as small as 
1/25,000,000 of an inch. 


The Honeywell Air Cleaner is the 
most practical method for obtain- 
ing Clean air. It is 6 times as effective 
as ofdinary mechanical filters, and 
is a permanent air cleaner, requir- 
ing only periodic washing to main- 
tain maximum efficiency. 
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A Health Menace: HIDDEN DIRT—In ventilating ducts, dirt accumulates out of sight and out of reach. As the illustration 


above indicates, this hidden dirt creates an unsanitary condition in the heart of the hospital. 


The Honeywell Air Cleaner Is 6 Times More Effective Than Ordinary Mechanical Filters 


Ordinary mechanical filters trap only 15% of the airborne 
dirt that passes through the air conditioning and ventilat- 
ing systems. And every cubic foot of air that enters 
carries millions of dirt and dust particles. 

Of course, dirty ducts are only a part of the cleanliness 
picture in the hospital. Everyone knows that hospitals 
are scrubbed clean many times a day. But to effectively 


combat this important asrborne dirt problem—and make 


your ventilating air and air conditioned air as clean as 
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possible—you can depend on the Honeywell Electronic 
Air Cleaner. 

Coupled with the Activated Charcoal Filter, the Honey- 
well Air Cleaner removes odors, too. This could result 
in a saving of air conditioning operating expenses through | 
reduced use of outdoor air for odor dilution. 

For full information, telephone your nearest Honeywell 
office. Or write: Minneapolis-Honeywell, Department 

HO-3-09 Minneapolis 8, Minnesota. 


Honeywell 
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association meetings 


AMERICAN HOSPiTAL ASSOC'ATION 
NATIONAL MEETINGS 


1959 


Aug. 24-27—-6lst annual meeting, New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. |—-62nd annual meeting, San 
Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH AUGUST 1959 
(American Hospital Association inst:tutes 


are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 


type. Other organizations in the health — 


field are shown in ITALICS.) 
MARCH 


2-4 Hospital Safety and. Insurance, To- 
ronto, Ont. (King Edward’ Hotel) . 
- 46 Quebec Hospital Association, Mont- 
real (Windsor Hotel) J 
5-6 Georgia Hospital Association, <Au- 
gusta (Bon Air Hotel) 
5-7 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 
9-11 Advanced Institute for Directors of 


Helps Heal 
Pressure 


Sores 
Quickly 


Hospital Volunteers, Chicago (AHA 
headquarters) 


12 Wisconsin Hospital Association, Mil-— 


waukee (Hotel Schroeder) 

16-19 Obstetrical Nursing Administration. St. 
Louis (Coronado Hotel) 

16-20 National Health Forum, Chicago 

17-19 National Health Council, Chicago 
(Palmer House) 

23-25 New England Hospital Assembly, 
Boston (Statler Hotel) 

30-Apr. 3 Dietary-Housekeeping-Nursing 
Department Relationship, Chicago 
(AHA headquarters) 

31-April 2 Kentucky Hospital Association, 
Lexington (Phoenix Hotel) 


APRIL 


1-3 Mid-West Hospital Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 

6-9 Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 

6-9 American Academy of General Prac- 
tice, San Francisco 

8-10 Southeastern Hospital Conference, At- 
lanta (Atlanta-Biltmore Hotel) 

9-10 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

12-16 Annual Conference of Blue Cross 
Plans, Chicago 

13-17 Workshop on Team Nursing. Chicago 
(AHA headquarters) 

13-17 Hespital Engineering, Baltimore (Lord 
Baltimore Hotel) 

15-17 Regional Conference on Develo 


pment 

of Principles for Planning the Future 

Hospital System, Chicago (AHA head- 
quarters) 

16-17 Carolinas-Virginias Hospital Confer- 

ence, Roanoke, Va. (Hotel Roanoke) 


22-23 Hospital Association, 
HEALS / SOOTHES / PROTECTS 
frritated skin 


Before the application of White's Vitamin A & D 
Ointment—Severe pressure sore in area over greater 
tuberosity of femur. 


Huron 

23-24 Iowa Hospital Association, Des 
Moines (Savery Hotel) 

23-25 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System. New Orleans, La. 
(Roosevelt Hotel) 

27-29 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

27-May 1 American Psychiatric Associa- 
tion, Philadelphia 

27-May | National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May | Occupational Therapists. Waco. 
Tex. (Roosevelt Hotel) 

30-May 2 Regional Conference on Develop- 
ment of Principles for Planning the 
Future Hospital System, Salt Lake 
City, Utah (Hotel Utah) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, Utah (Utah Hotel) 
4-8 Dietary Department Administration. 
Pittsburgh (Pick-Roosevelt Hotel) 
6-8 American Pediatric Society, Buck Hill 
Falls, Pa. 
7-8 Tennessee Hospital Association, 
Nashville (Andrew Jackson Hotel) 
11-13 Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 
11-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 


(Continued on page 102) 


also beneficial for 

— DIAPER RASH, NIPPLE CARE © 
(fissured nipple), EPISIOTOMY and 
CIRCUMCISION WOUNDS, 
VARICOSE and CHRONIC ULCERS; 
ECZEMA, DETERGENT DERMATITIS; 
MINOR BURNS and WOUNDS 

and SKIN ABRASIONS. 


After daily treatment with White's Vitamin A & D 
Ointment — The sore is now filled with granulation 
tissue and shows signs of re-epithelization at margins. 


Supplied in 14% and 4 oz. tubes; 
1 Ib. “nursery” jors and 
5 ib. “ward” containers. 


azz WHITE LABORATORIES, INC. KENILWORTH, N.J.- 
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institutional Bulk Feeder 


Mode! ALS-4802X serves 125 


took for this of quality 
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Serves up to 300 M 


eals per Load! 


8) 


Mode! ALS-9604X serves 300 


Check these features...each gives you important benefits! 


A TOP DECK OF HEAVY GAUGE STAINLESS 


STEEL, one-piece seamless construction 
with all edges rounded and all interior 
corners of wells coved. Eliminates knife 
scraping. Smooth surfaces are easily 
cleaned. 


FLEXIBLE TOP DECK accepts full comple- 
ment of square and rectangular, inter- 
changeable insets, up to 6” deep*—lets 
you choose the top deck arrangement 
you need. 


DROP-TYPE STAINLESS STEEL SHELVES for con- 
venient, easy tray assembly on large 
“counter” areas. Fold neatly when not 
in use. 


LOWER STORAGE COMPARTMENTS ELECTRI- 
CALLY HEATED and operated by toggle 
switch and pilot light on control panel. 
One compartment left unheated for 
greater versatility. Each compartment 
accepts 12” x 20” pans, up to 6” deep. 


COMPARTMENTS ARE FITTED WITH DOUBLE 
WALLED, INSULATED DOORS, hung on con- 
tinuous piano hinges, spring actuated, 
with finger-tip release latches. 


TOP DECK HEATED WITH HI-FLO THERMO- 
STATICALLY CONTROLLED HEATERS for 
quicker, more uniform heating. 


FOUR STAINLESS STEEL RUBBER TIRED, BAILL- 
BEARING EQUIPPED 8” CASTERS (2 station- 
ary and 2 swivel-type)—provide quiet, 


maneuverability, and maximum 


J 


durability. 


EXCLUSIVE BLICKMAN COVED CORNER CON- 
STRUCTION THROUGHOUT—provides a 
smooth coved interior surface for easy 
cleaning. 


STURDY REMOVABLE STAINLESS STEEL PAN 
RACKS. Racks come out easily (no tools) 
leaving smooth interior for quick, easy 
cleaning. Pan slides are set to accom- 
modate up to 6” deep pans.* 


REPLACEABLE CONTINUOUS RUBBER BUMPER 
is set in heavy stainless steel channel, 
fully encircling the conveyor — gives 
greater impact protection. Will not mar 
walls. 


STAINLESS STEEL PUSH HANDLES mounted on 
stainless steel brackets, and protected 
by large donut type rubber bumpers— 
gives greater impact protection. Will 
not mar walls. | 

*Insets and pans available at extra cost, 


Approved by National Sanitation Foundation 


Now being used in large public institutions. Bulk feeder line consists of three 
standard capacities to suit your needs: 300, 200 or 125 meals. Or Blickman 
can build to meet specific requirements. For name and address of representa- 
tive in your area and full information, write S. Blickman, Inc., 3803 Gregory 


Avenue, Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


N | 7 / ( © 
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Mode! ALS-7203X serves 200 ' 
= 
Blickman-Built 
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ANNOUNCING... 


DILUPETTE 


BLOOD DILUTING PIPETTES L 


Check your distributor 
for special | 
introductory offer 


PLUS REAL ECONOMY 
ACCURACY — 


(4 


QUALITY YOU CAN COUNT ON 
DILUPETTE offers the high-standara performance you ex- 
pect from a manufacturer with years of experience making 
precision thermometers, syringes, and other laboratory 
equipment. 
Automatic new production methods enable the manufac- 
ture of highly accurate, low-cost red or white cell pipettes 
of unprecedented uniformity and strength. 
@ constant-gauge, corrosion-resistant glass, thickened at 
points of stress 
@ permanent, black scale markings and white background 
of heat-fused ceramic pigment 
@ specially annealed to eliminate internal strains and 
minimize breakage 


GREATER ACCURACY ADDED 

DILUPETTE accuracy is within the limits of +1%, far 
exceeding N.B.S. specifications...usefulness is extended 
beyond the blood count to other laboratory micro-dilutions. 
Rigid quality control checks guarantee uniformity of 
pipette and performance. 


SAVINGS MULTIPLIED 
Built-in extra strength, permanency of graduations give 
you a longer-lasting pipette...DILUPETTE provides the 


‘greater accuracy of more expensive pipettes at no addi- 


tional cost. 

.. and only DILUPETTE has the HYDRO-CATOR Bulb, a built-in indi- 
cater providing clearly visible evidence of dryness. The bulb 
appears lightly frested when completely eg but transparent when 
moisture is present. 


IB-D| B-D| BECTON, DICKINSON AND COMPANY, rutnerroro, new versey 


B.D, DILUPETTE AND HYDRO CATOR ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY eoos8e 
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officats, 


trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 


President 
Ray Amberg. University of Minnesota Hospitals, Min- 
neapolis 14 


President-Elect 


Russell A. Nelson. M.D., 
Baltimore 5. 


immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital. 
San Angelo 


Johns Hopkins Hospital, 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chi- 
cago 11 


Secretary 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Board of Trustees 

Ray Amberg. ex officio, chairman, University of Min- 
‘pesota Hospitals, Minneapolis 14 

John N. Hatfield. ex officio, Passavant Memorial Hos- 
pital, Chicago 11 

Kussell A. Nelson, M.D.. ex officio, Johns Hopkins 
Hospital, Baltimore 5 

Tol Terrell, ex officio, Shannon West Texas Memorial 
Ilospital, San ngelo, Tex. 


Term Expires 1959 

Abbie E. Dunks, Boston Dispensary. Boston 11 

Reid T. Holmes, North Carolina Baptist Hospital, 
Winston-Salem 7, N.C. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Term Expires 1960 

Kt. -Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals. Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires (96! 

D. R. Easton. M.D... Royal Alexandra Hospital, Ed- 
monton, Alta. 

Frank S. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn. 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3. Utah 


Coordinating Council 


Russell A. Nelson, M.D., 
Hospital, Baltimore 5 

Ray Amberg, ex officio 

J. Milo Anderson, Strong Memorial Hospital, Rochester 
20. N.Y. 

EK. Dwight Barnett. M.D.. Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

KRebin C. Buerki, M.D., Henry Ford Hospital, Detroit 


chairman, Johns Hopkins 


Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 

Charles Garside, Associated Hospital Service of New 
York, New York 1 

T. Stewart — M.D.. Hartford Hospital, Hart- 
ford 15, 

Mn A Hoover, Santa Monica Hospital, Santa 
Monica, Calif. 

Boone Powell, Baylor University Hospital, Dallas 10, 
Tex 


Council on Administrative Practice 


Cheirmen: Stanley A. Ferguson, University Hospitals 
f Cleveland, Cleveland 6 


Term Expires (959 

Sister Mary Brigh, R.N.. St. Mary's Hospital, Roches- 
ter. Minn. 

Itiley McDavid, Kenosha Hospital, Kenosha, Wis. 

Richard T. Viguers. New England Center Hospital, 
Boston 11 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin. Tex. 

George A. Hay (vice chairman), Hospital of the 
— Medical College of Pennsylvania, Philadel- 


phia 
Clyde = Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11. Ala. 


Term Expires 196! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 : 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 

Secretary: Richard L. Johnson. 840 North Lake Shore 


Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Hospital, 
Dallas 10, Tex. 


Term Expires 1959 

John A. Dare. Virginia Mason Hospital, Seattle ! 

Pat N. Groner ie ice chairman), Baptist Hospital, 
Pensacola, 
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Donald M. Rosenberger, United Hospitals of Newark. 
Newark 7, N_J. 


Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 3 

Rey R. Prangley. St’ Loke’s Hospital. Denver 3 

Abram L. Van Horn. M.D... Kate Macy Ladd Con- 
valescent Home, Far Hills, N 


Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Mary's Hospital, Pierre, 8. Dak. 

Rev. Granger Westberg. University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Bive Cross Commission 


Chairman: Charlies Garside. Associated Hospital Serv- 
ice of New York, New York 16 


Term Expires 1959 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angeles 27 

Kenneth B. Babcock, M.D... Joint Commission on Ac- 
creditation of Hospitals. Chicago 11 

Charles Garside, Associated Hospital Service of New 
York, New York 16 

Flisha M. Herndon 
Durham, N.C 

Walter R. MeBee (freasurer), Group Hospital Serv- 
ice, Inc.. Dallas 22, Tex 

John B. Morgan Jr... Associated Hospital Service, Inc., 
Youngstown 7, Ohto 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 


Hospital Care Association, Ine., 


Term Expires 1960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre. Pa. 

Joseph O. Burger, Nebraska Biue Cross Hospital Serv- 
ice Association, Omaha 2, Nebr. 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn. 

Ralph G. Hammersley Jr.. _ Hospital Serv - 
ice of Capital District, Albany 10. N.Y. 

William 8S. MeNary. Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan. Ed- 
monton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5. Ala. 


Term Expires (961 
Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals, Toledo 2, Ohio 


Director: Richard M. Jones. 425 N. Michigan Ave., 


Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki. M.D.. Henry Ford Hos- 
pital, Detroit 2 


Term Expires (959 
Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 
— R. M.D... Mount Sinai Hospital. 
New York 2! 
w illiam L. Wilson fusce chairman), Mary Hitcheock 
Memorial Hospital, Hanover, N.H. 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth. Wallace. St. John’s Hospital, Tulsa 4. Okla. 


Term Expires (96! 

James P. Dixon, M.D.,. Department of Public Health. 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist. Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D.. Catholic Charities 
Bureau. Diocese of Cleveland, Cleveland 14 

Secretary: Kenneth Williamson. Washington Service 


Millis Bidg.. 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica. Calif. 


Term Expires 1959 
Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 


‘* 


Ky 
Mrs. Sinton P. Hall. Children's Hospital, Cincinnati 


F. Ross Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham. N.¢ 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz 

Mrs. Harry Milton, Jewish Hospital of St. Louis, St. 
Louis 10 

Laura Vossler. Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


Term Expires 196! 

Mrs Palmer Gaillard Jr. 
Inhrmary. Mobile 16. Ala. 

Mrs. Leonard A. Lang. Cambridge State School and 
Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital. 
Rockford, 


Secretory: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 
and Prepayment 


Chairman: J. Mile Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires 1959 

Alfred Paul Bay; M.D... Topeka State Hospital, Topeka. 
Kans. 

Wesley G. Lamer, Physicians and Surgeons Hospital 
lertiand 9. Ore. 

New Mount Sinal Hospital, Toronte 


(vice chairman), Mobile 


Term Expires 1960 

Herman Herold, North Louistana Sanitarium. Shreve 
port 7. La. 

Delbert L. Pugh. Columbus Hospital Federation. Colum 
bus 3. Ohio 

Sister Mary Vincent, R.N.> Santa Rosa Hospital, San 
Antonio 7. Tex. 


Term Expires 196! 

Dean A. Clark, M.D. /wice Massachusett> 
General Hospital, Boston 

John D. Porterfield. M he deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital. Prove, Utah 


tory: Hiram Sibley, 840 North Lake Shore Drive. 
Chicago 11 


Council on Professional Practice 


Chairman:  T. M.D.. 
Hospital, Hartford 15, 


Term Expires 1959 

George E. Cartmill Jr.. Harper Hospital, Detroit 1 

Edina S. Lepper. R.N.. Massachusetts General Hospi 
tal. Boston 14 

W. W. Stadel. M.D.. San Diego County General Hos. 
pital, San Diego 3. Calif. 


Term Expires 1960 

Louis B. Blair. St. Luke's Methodist Hospital. Cedar 
Rapids, loewa 

Gerhard Hartman, Ph.D... University Hospitals of Iowa 
Iowa City, lowa 

Leon ©. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Il. 


Hartford 


Term Expires 196i! 

Leonard O. Bradley. M.D... Winnipeg General Hospi- 
tal. Winnipeg 3. Man 

Richard D>. Vanderwarker. Memorial Center for Cancer 
and Allied Diseases. New York 21 

David B. Wilsen, M.D. (vice chairman), University 
Hospital. Jackson 5. Miss. 


retary: LeRoy KE. Bates, M_D., 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett. M.D... Pale Alte- 
Stanford Hospital Center, Pale Alte, Calif. 


Term Expires 1959 

Philip D. Bonnet, M.D. (vice chairman), Massa- 
ehusetts Memorial Hospital, Bosten 18 

Nelson F. Evans, University Hospital, Little Rock, Ark. 

A. Zealley, Elyria Memorial Hospital, Elyria. 
Ohio 


Term Expires 1960 

Celeste Kemler. Valley View Hospital. Ada. Okla. 

J. Dewey Lutes. Woonsocket Hospital, Woonsocket. BI 
Harry M. Maim. Lutheran Hospital and Home Society. 
P.O. Box 1587, Fargo, Dak. 


Term Expires (961 

Maj. Gen. Elbert DeCoursey, MC, USA. Army Medi- 
eal Service School. Fort Sam Houston. Tex 

Charlies S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan, University of Minnesota, Minne- 
apolis 14 


Secretary: Daniel S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 

Edwin L. Crosby, M.D., director 
Maurice J. Norby, deputy director 
Kenneth Williamson. associaie director 


840 North Lake 


Madison B. Brown, -M.D., associate director 
LeRoy E. Bates. M.D.. assistant director 
James FE. Hague. assistant director 

Edmond J. Lanigan. assistant director 

John E. Sullivan, coniroller 
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OPTIMUM 
NUTRITION 


<.previding sii the normal dietary require- 
mente plus 9 reserve for stress situations. 


This is OPTIMUM NUTRITION 
for infants 
‘BAKER'S MODIFIED MILK 


‘added tron 

amounts of linoleic acid 

wilt-iny protein reserve 

eommended Daily Allowance of all 

plus Grade A milk and complete 

butterfat replacement 


THE BAKER LASORATORIES, INC. 
Makers of VARAMEL—a flexible formula | 
SL RVELAND 3. OHIO 
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NOW 


hospital-size savings 


in the new, exclusive hospital size 


brand of nitrofurantoin 


Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TASLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 s240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 s#120.00 
(saving $15.00 over buying by-500’s) 


Your usual discounts apply. 

FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tab- 
lets, 50 mg., 1000’s will be available only from Eaton Labora- 
tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 
hospital. 


NITROFURANS —a unique class of antimicrobials—_ 
neither antibiotics nor sulfonamides 0, 


EATON LABORATORIES, NORWICH, NEW YORK 


e 
tassers 
FURADANTIN® 
of atraturactan 
. mg. 
Grecters 
amt dosage 
AMTIBACTERIAL AGENT 
sae 


introducing the aubtons 


Mrs. William H. Botts serves in a 


volunteer capacity on the Council 
for Hospital Auxiliaries and Vol- 
unteers of the 
South Carolina 
Hospital Asso- 
ciation. In her 
discussion of the 
essentials of a 
successful vol- 
unteer program 
(p. 43), Mrs. 
Botts empha- 
sizes the need 
for integrating 
the volunteer 
program into an “effective working 
relationship in the hospital.” 

Mrs. Botts holds a B.A. degree 
in psychology from Furman Uni- 
versity, Greenville, S.C. She was 


BOTTS 


director of volunteers at Green-. 


ville General Hospital during the 
first stages of organization of the 
hospital’s auxiliary and volunteer 
program until she moved to her 
present home in Greer, S.C., where 
- her husband is administrator of 
the Allen Bennett Memorial Hos- 
pital. 


Neil McGinniss outlines seven steps 
' for reorganizing and defining the 
duties of the housekeeping and 
nursing depart- 
ments. These 
steps, writes 
Mr: McGinniss, 
should help 
produce a more 
harmonious en- 
vircnment for 
patients as well 
as personnel (p. 
56). 

Mr. McGinniss 
has been associ- 
ated with Oakwood Hospital, 
Dearborn, Mich., since July 1956. 
He served as assistant director of 
the hospital for six months before 
his appointment as director in 
January 1957. 

Mr. McGinniss is a graduate of 
the University of Cincinnati and 
received his masters degree in hos- 
pital administration from Colum- 
bia University. He is a nominee in 
the American College of Hospital 
Administrators. 


MR. McGINNISS 
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Thomas M. Tierney, executive di- 
rector of Colorado Hospital Serv- 
ice, Denver, describes how Colo- 
rado Blue Cross and Blue Shield 
administer state-financed health 
insurance programs for 54,000 old- 
age pensioners, 18,000 dependent 
children, and 6000 disabled adults 
(p. 40). 

Mr. Tierney developed a special- 
ized interest in hospital and medi- 
cal law through his representation 


of several major hospitals in the 
Denver area. He was engaged in 
the general practice of law in 
Denver for more than a decade 
before joining Colorado Blue Cross 
in 1957. 

Mr. Tierney is a graduate of the 
University of Notre Dame and re- 
ceived his bachelor of laws de- 
gree from the University of Denver. 

He served in the Army Air Force 
for four years as a fighter pilot 
and squadron commander in the 
European Theater of Operation. He 
was awarded the Distinguished 
Flying Cross, the Air Medal and 
the French Croix de Guerre. | 


PRECISE 


safer, therapeutic heat applications ! 


Burn damage claims have become major problems for both 
hospital administrators and nurses. Such risks should be practically 
ended with the new Kepad, the automatic “hot water bottle.”’ 


The control unit senses temperatures of the water returning from the 
pad and maintains prescribed heat to within 1°, regardless of the blankets used. 


Write today for free color brochure and details of the various 
pad shapes and sizes which attach to control units. 


aquamat« pi 


by GORMAN-RUPP INDUSTRIES, INC. 


Belivilie, Ohio 


13 


186 Hines Avenue ee 


Now...A Really PORTABLE Aspirator 


Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


COMPARE THESE FEATURES 


| @ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


. 32 oz. suction bottle 


| 
| e Simple filtering system...suction gauge 
and regulating valve 
@ Durable finish... Sklar two-tone baked enamel 
LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 
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The compact sourcehead “gets in close” for head and 
neck therapy at 15 em. source-skin distance. 


The prospective abundant availability of Cesium 137 
has fired the imagination of radiotherapists to a lively 


degree. Compared to Cobalt 60, its longer half life, 


its lower cost, its lesser shielding, its smaller treatment 


head, and its therapeutic versatility hold great promise. 


PICKER 


Here the radiation beam is coned for 
treatment at 50 cm. ssd. The satellite 
system provides for 15, 20, 27, 35,.and 
50 cm. source-skin distances. 
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In the Picker Cesium 137 Ceiling 
Mounted Therapy Unit, the therapist 
will find a machine capable of exploiting 
these advantages to the full. Its 

satellite coning system permits him to 
vary the isodose pattern by treating at 
a choice of source-skin distances ranging 
from 15cm. to 50cm. The relatively 

small treatment head is so flexibly 
supported, so easily positioned and 
angulated, that setting up the case goes 
rapidly and accurately. 


Ask your local Picker representative for a copy of our 
“Interim Report on Radiotherapy with Cesium 137”. 


Or write Picker X-Ray Corporation, 25 South 
Broadway, White Plains, New York. 
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Here's the Room Group that opens your doors to easier, more efficient and less 
costly Geriatrics care. Easier because each piece is designed as an integrated 
nursing unit. More efficient because all components are built to Geriatrics 
requirements. And less costly because Hard’s Life-Long metal construction 


assures years of low-maintenance service. 


Available in a variety of key colors and bed sty/es. 


Ask Your Hospital Supply Dealer or Write 
For Nursing Home Folder 

HARD Makes 350 Quality 

Anstitutional Products 

All are built for: 


HARD MANUFACTURING 
Patient Comfort an 

COMPANY Nursing Convenience 

Less Maintenance 
117 TONAWANDA STREET | Life-Long Service | 


BUFFAUO 7, NEW YORK 
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> THREE MAJOR HOSPITAL, MEDICAL EDUCATION MEETINGS HELD IN CHICAGO—Chi- 
cago was the scene of three national meetings in the fields of hospital 
administration and medical education during the period Feb. 4-10. 

@ Feb. 4-5—The American Hospital Association’s Midyear Conference 
of Presidents and Secretaries was held. Most of the meetings took place 


in the Association’s new head- 
quarters building. 

Dr. Russell A. Nelson, director 
of Johns Hopkins Hospital, Balti- 
more, and AHA president-elect, 
said at the meeting that Blue 
Cross and hospitals must not per- 
mit themselves to be forced into 
a buyer-seller relationship during 
testimony delivered at the current 
crop of Blue Cross rate hearings. 
Details p. 93. 

@® Feb. 5-7—The American Col- 
lege of Hospital Administrators 
presented its second annual Con- 
gress on Administration. Robert 
N. Wilson, Ph.D., speaking on 
techniques of decision-making, 
said that a decision “almost al- 
ways means something more, or 
something different, to its recipi- 


ent than it did to its originator.” 
More research is needed on the — 


decision-making process in the 
hospital, he said. Details p. 98. 

@ Feb. 7-10—The 55th annual 
Congress on Medical Education 
and Licensure met. Dr. James A. 
~ Campbell, professor of medicine at 
the University of Illinois, 
gested that a committee be set up 
to study the status and future of 
graduate medical education in the 
United States. 

It was also suggested during the 
congress that some teaching hos- 


pitals not affiliated with univer- 


sities become the cores around 
which new medical schools might 
be established. Details p. 96. 


> REPORT FROM WASHINGTON—An 
American Hospital Association 
supported omnibus housing bill 
has passed the Senate by a vote of 
60 to 28. The bill contains pro- 
visions relating to housing for in- 
- terns and student nurses, loans for 
nursing homes, and housing for 
the elderly. Details p. 86. 

@ “A comprehensive study of 
the problems of the aged” is to be 
undertaken by a subcommittee of 
Sen. Lister Hill’s (D-Ala.) Com- 
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sug- 


mittee on Labor and Welfare. The 
subcommittee, headed by Sen. Pat 
McNamara (D-Mich.), has been 


given an appropriation of $85,000 | 


for the study. Details p. 86. 

@ The AFL-CIO, the most ac- 
tive group in favor of federal 
sponsorship of medical-hospital 
care of the aged, has expressed 
its displeasure with a number of 
provisions of commercial insurance 
policies which contain special pro- 
visions for aged policyholders, De- 
tails p. 86. 

@ Nonprofit hospital and medi- 
cal prepayment plans and com- 
mercial insurers are to be inter- 
viewed by a Senate committee 
which is studying the problems in- 
volved in providing insurance for 
federal civilian employees. Details 
p. 86. 

@ The President would be able 
to continue to issue special calls 
for physicians and dentists for the 
military services until June 1963, 
under a bili which has passed the 
House. Details p. 87. 

® Some 17 million short-term 
hospital patients accounted for 143 
million hospital days during the 
year ended July 1, 1958, the U.S. 
National Health Survey reported. 
Details p. 87. 

@ Fifty-five senators are spon- 
sors of a “Health for Peace Act” 
which would create an Institute 
for International Medical Research 
at the National Institutes of 
Health. Details p. 87. 


> WEATHER CAUSES INJURIES TO THOU- 
SANDS IN ST. LOUIS, CHICAGO; 9 DIE IN 
FIRE—Twenty-two persons were 
killed and at least 239 received 


Worth Quoting 


of 


hospital attention for their in- 
juries as a result of a tornado 
which struck St. Louis unexpect- 
edly early Feb. 10. Details p. 99. 

® In Chicago, more than 1600 
persons were injured as the result 
of falls on icy pavements or in 
traffic accidents caused by cars 
skidding on glazed roads. Chicago 
area hospitals were called upon to 
handle an unusual number of | 
emergency fracture cases. Details 
p. 99. 

@ Nine persons died in a fire at 
the Glen Ellyn (Ill.) Acres Nurs- 
ing Home on Jan. 30. Details p. 
100. 


> $200,000 FUND AUTHORIZED FOR STUDY 
OF ROLE OF HOSPITAL—The Health 
Information Foundation has au- 
thorized an expenditure of $200,- 
000 for a two-and-a-half year 
study which, it is hoped, will pro- 
vide the answer to this question: 
“Why do more than 20 million 
Americans—or one out of every 
eight—enter a hospital each year?” 

A sample of admissions to hos- 
pitals in Massachusetts will be ex- 
amined in an effort to ascertain 
the nonmedical factors and family 
situations which lead to hospital 
utilization; medical reasons given 
by physicians will also be re- 
viewed. 

George Bugbee, HIF president, 
stated that admissions to hospitals 
are governed not only by medical 


- diagnosis, but by concepts of pa- 


tient comfort, optimum conditions 
for treatment, and by many per- 
sonal and social factors. 

“These same factors may also 
affect the patient’s length of stay 
in the hospital,’ Mr. Bugbee said, 
“and it is important to study them 
if we are to establish a reasonable 
definition of the role of the hospi- 
tal,” a critical factor in interpret- 
ing use or possible “overuse” of 
health insurance benefits. 


“*, .» Tomorrow is being born today in medical research laboratories 
...’—Dr. Stanley P. Reimann, Philadelphia, chairman of the Council 
on Scientific Assembly of the American Medical Association, in a 1958 
year end statement on the future of medical science. _ 


department stated that the in- 
creasing complexity of hospital 
administration requires more spe- 
cific standards than those now 
used by the state in insure the 
welfare of patients. 

Robert A. Anderson, assistant 
director of the Sloan Institute and 
principal consultant for the proj- 
ect, stated that the study “will 
cover essentially all phases of hos- 
pital administration and operation. 


> STANDARDS FOR NEW YORK HOSPI- 
TALS UNDER REVIEW—The Sloan In- 
stitute of Hospital Administration, 
Graduate School of Business and 
Public Administration at Cornell . 
University, Ithaca, N.Y., is devel- 
oping proposed standards to im- 
prove the regulation and super- 
vision of the state’s 410 public, 
nonprofit, and proprietary hos- 
pitals. 

The project, undertaken at the 
request of the New York State 
Department of Social Welfare, is — 
to be completed by October. The 


report, the draft for a proposed 
state manual or code, will cover 


Specifically, it is expected that our. 
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1. AUTOMATIC 
WELDING—AIll jeints are 
perfectly welded wit 
rough uneven surfaces. 
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2. DOUBLE BAKED 
MULTI-COATED 
PLASTIBOL COVERING— 
Sani-Stack dowble bakes its 
ive multi-coating 
lastisol covering to last 
er! Sani-Stack green 

igment stands heat and 

igh humidity better than 
any other tested. 


5. STRONGER—Exclusive 
*“Sani-Stack"’ 2 in l-straight 8 
steel frame construction means 
over 2% times more strength 
and rigidity than ordinary 
rack construction. 


8. EXCLUSIVE SHELL 
PS—Patented 


cL clips of 
grooves in the clips make a 4. SUPERIOR PLATING— 
stronger weld le We built the largest plating 
department of its type in 


plating for our r 6. EXCLUSIVE SIDE 
BRACING—Patented Sani- 
Stack braces strengthen sides, 
prevent plate rack distortion, 
take toughest handling! 


Perhaps no other equipment in your operation takes 
the punishment your dishwashing racks receive. 
They're showered with steaming water, scrubbed with 
strong detergents, pushed, pulled and slammed 
around dozens of times a day. That's why they've got 
to be good. That’s why Sani-Stack Racks will do 

the job better for you. 


7. DIAGONAL BRACING— 
Diagonal, ‘steel bridge” 
design braces in the bottom 
of Sani-Stack absorb greater 
shock, prevent twisting or 
bending out of shape. 


Check Sani-Stack Racks—feature for feature. See 
why Metro Sani-Stack Racks are best for you! Write 
for literature or see your nearby Metro Sani-Stack 
dealer today! 


8. "NO SCRATCH" BASE— 

led angle base 
is bowed to give exclusive sled 
runner effect. Butt welds and 

are processed to 

smooth finish. Result: smooth 
glide, no scratching of 
expensive surfaces. 
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quality products of METROPOLITAN WIRE GOODS CORP. 
_- WASHINGTON ST. ond GEORGE AVE. WILKES-BARRE, PA, 


the following: general provisions, 
administrative organization and 
services, clinical services, house- 


‘hold services, nursing and patient 


services, other paramedical serv- 
ices, and physical plant. 

“This is not a licensing program 
as such, but an approval program 
amounting to very much the same 
thing; that is, the Department of 
Social Welfare has the responsi- 
bility for the safety, care, reason- 
able comfort and general well- 
being of patients in the state’s 
institutions.” 


> AGED PERSONS IN 8-STATE AREA OF- 
FERED COMMERCIAL HEALTH INSURANCE 
—Persons 65 years of age or older 
in an eight-state area have been 
invited by the Continental Casu- 
alty Co. to enroll in its “65-plus” 
health insurance program. 

Persons living in Connecticut, 
Delaware, Maryland, New Jersey, 
New York, Ohio, Pennsylvania, 
Virginia, and the District of Col- 
umbia, are eligible for the pro- 
gram, the company stated. 

“There are no restrictions as to 
maximum age or physical condi- 
tion, and no medical examination 
is required,” the company stated. 


“Disabilities that originated before 


the policy was issued are covered 
beginning six months after the ef- 
fective date of the policy. Other 
injuries or illnesses are covered 
immediately. | 

“The new policy costs $6.50 
monthly and will provide benefits 
up to $10 per day hospital room 
and board for a maximum of 31 
days for each hospital confinement. 
In addition, up to $100 is allowed 
for miscellaneous hospital ex- 
penses, and from $5 to $200 for 
surgeon’s fees, depending on sur- 
gery required...No individual 
policy can be cancelled or changed 
by the company, except for non- 
payment of premium, unless all 
65-plus policies throughout a state 
are cancelled or changed.” 

The company estimated that ap- 
proximately 5.7 million persons 
are eligible for coverage in the 
eight-state and District of Colum- 
bia area. The company reported 
that its policy for the aged has 
been available in five midwestern 
states and in California. (See 
Washington Report, p. 86.) 
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SURGICAL 
PRODUCTS 
NEWS 


NO. 1 


INDIVIDUAL PLASTIC SUTURE PACKAGING HERALDS 
GREATER SAFETY FOR PATIENT AND PERSONNEL 


Surgeon’s Remarks Introduce 
New Film On Surgilope SP* 
Sterile Suture Strip Pack 


The development of laminated plastic 
suture packaging has added another 
dimension ‘to the security of patient 
care, according to Carl Walter, M.D., 

F.A.C.S. In an introduction to a new 
20-minute film in sound and color 
which explains the Surgilope SP double- 
envelope sterile suture strip pack, the 
well-known Massachusetts surgeon 
points out many long-awaited benefits 
which the new package now makes 
possible. 

New protection against cress - contamination 
With the new Surgilope SP double-en- 
velope strip pack, the sterile inner en- 
velope containing the suture remains 
completely protected until delivered for 
use. There is no chance of contact with 
previously contaminated suture pack- 
ages through storage in common jars 
and germicidal solutions. Since no 
known cold germicidal solution will kill 
the virus of hepatitis, the new double- 
envelope pack provides greater protec- 
tion for the patient than was ever 
possible with- ordinary wr and 
storage methods. 

Broken giass hazards eliminated 
Additional benefits to both patient and 
O.R. personnel, through the elimita- 
tion of glass suture tubes, are also cited 
by Dr. Walter. Since the suture nurse 
no longer fractures a glass tube to re- 
lease the suture, the occupational risk 
of infection by homologous serum jaun- 
dice through cut gloves and fingers is 
done away with. The patient benefits 
because the suture cannot become con- 
taminated with fragments of broken 


glass and its tensile strength is unim- 


paired by abrasion against the razor- 
sharp edge of the fractured tube. 
Sutures reach surgeon in better condition 
Because the plastic envelopes are 
quickly and easily opened at the last 
moment, deterioration due to exposure 
on the suture table does not occur and 
*Trademar 
joum used this bandage 


Further, the sutures are delivered in a 
loose coil rather than on the usual 
tightly-wound reel. As a result, the sur- 
geon is more certain to receive a supple, 
kink-free, uniformly strong suture every 


time. 
Complete line available 

Both absorbable and non-absorbable 
sutures are available in the new Sur- 
gilope SP. package. Materials include 
surgical gut, silk, nylon, polyethylene, 
cotton, and stainless steel. Sutures are 
packaged either ready-armed with 
Atraumatic® needles or as standard 
and pre-cut lengths. Hospitals can now 
standardize on Surgilope SP sutures 
and completely eliminate jars, storage 
solutions and the nuisance of different 
preparation technics. 


0. R. Nurses find change-over easy 
Because of the simple preparation tech- 


nic, the change to the new suture pack- 
age presents no problems to the hospital. 
In a matter of minutes nurses can learn 
to strip open the outer envelope and 
serve the sutures quickly and correctly. 
Three safe and efficient methods of 

Surgilope SP sutures are 
available: circulating nurse technic, 
drop technic and circulating to suture 
nurse technic. This choice of practical 
technics assures a variation suitable to 
every operating room situation and 
maximum efficiency under all circum- 
stances. 


Film available for hospital showings 


The new sound and color film describ- 
ing the use and advantages of the Sur- 
gilope SP plastic double-envelope suture 
package — with comment by Dr. Carl 
Walter —is now available for showings 
to hospital audiences, medical societies 
and other interested groups. Arrange- 
ments may be made through local Sur- 
gical Products Division representatives, 
or by writing to American Cyanamid 
Company, Surgical Products Division 
Sales Office, Danbury, Connecticut. 


New CURON asi Foam Bantage as 


“One of the most important recent 
developments in the elastic bandage 
field!” That's been the reaction of one 
physician after another on trying the 
new Curon elastic foam pressure band- 


age. 
Since its introduction at the Chicago 
meeting of the American College of 
Surgeons late last year, Curon’s unique 
properties have brought it rapid accep- 
— throughout the medical profes- 


totally different type of\pressure 
bandage, Curon is composed entirely 
of a newly developed, highly porous 
plastic. It contains no fabric, no rubber 
... may be washed and autoclaved with- 
out deterioration, and is physiologically 
inert. Because it clings to itself, Curon 
is exceptionally easy to apply, even in 


_hard-to-bandage areas. This same prop- 


erty helps it to stay neatly in place 


where other elastic bandages tend to 


slip or creep. 

Extremely elastic, Curon permits 
precise regulation of tension to meet 
individual requirements. Its surprising 
lightness and unique porosity help 
speed healing and greatly enhance pa- 
tient comfort. 

The new Curon bandage is available 
in 2”, 3”, 4” and 6” widths, individually 
boxed in 3 yard rolls. Readers wishing 
to place an initial order may do so 
through their Surgical Products Divi- 
sion Representative, surgical supply 
dealer, or by writing direct. 
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ANNOUNCE 
SYRINGE AND NEEDLE LINE 


Meets Demand For Better Performance 
At No Increase In Cost 


The introduction this year of a com- 
plete line of sterile-packed Vim dis- 
posable syringes and needles, as well as 
a sterile Economy Needle line, climaxes 
a unique development program. Physi- 
cians and hospitals surveyed on the 
cross-infection problem showed a con- 
tinuing desire for better-functioning, 
more economical disposable hypoder- 
mic equipment. Hundreds of comments 
and criticisms on existing “disposables” 
were catalogued and the new Vim line 
was literally “designed to order” to 
meet ideal specifications. 


Vim disposables offer precision performance 
The new Vim disposable syringes and 
needles incorporate many improved 
construction and performance features. 
For example, the point of the Vim dis- 
posable needle has new side bevels and 
is so sharp that it actually penetrates 
tissues more easily than many standard 
needles. The cannula is heavy-gauge 
stainless steel, rugged enough to safely 
resist bending or breaking and certain 
not to rust before use. The cannula is 
fused—not simply glued—to the plastic 
hub to provide new protection against 
breaking or leakage at this vulnerable 
spot. The hub is square, like standard 
needles, for easier handling. It is pre- 
cision molded to guarantee a leak-free 
fit on any standard or disposable sy- 
ringe and is easily removed from the 
syringe after use. Vim disposable 
needies are packaged in a new, indi- 
vidual snap-open pack of clear, durable 
wet-proof plastic. 


The new Vim disposable syringe 
closely matches the heft, feel and satin- 
smooth action of the finest Vim 
standard syringes. Made of heavy-duty, 
chemical-resistant Cymac® plastic—a 
new development of American Cyan- 
amid research —the syringe has the 
weight, balance and length ideal for 
convenient use. Because barrel and 
plunger afe molded of the same mate- 
rial a perfect fit without “wobble” or 
“backfire” is assured. Accurate, easy-to- 
read calibrations and flat plunger end 
assure precise dosage. Transparent Luer 
tip clearly shows aspiration of blood. 


New VIM Sterile Disposable Syringe 
is @ precision instrument 
The new Vim disposable syringes and 
needles—sterile-packed in strong, fast- 
opening polyethylene envelopes — are 
available separately or as complete sy- 
ringe-and-needle units. 
Economy needle line offered 

To fill the gap between the standard 
and fully disposable Vim lines, Surgi- 
cal Products Division has also an- 
nounced a special Economy Needle. 
Packaged sterile in the new snap-open 
plastic pack, it is suitable for one-time 
use, but because of its metal hub and 
rugged, stainless cannula it may 
be re-sterilized and used again. The 
Economy Needle provides the bene- 
fits of new-needle sharpness for lim- 
ited use and is inexpensive enough to 


“VIM Sterile Disposable Needie comes 
in all-plastic, snap-open pack 

be discarded before time-consuming 
resharpening is required. 

Lower costs achieved 
In developing the Vim disposable lines, 
much attention was given to perfecting 
more efficient manufacturing technics. 
As a result, production costs have been 
controiled despite the many higher 
quality features which the new products 
incorporate. The new Vim disposables 
actually sell at prices comparable to, or 
even lower, than those of present dis- 
posable brands. And for hospitals that 
take advantage of the extra discounts 
possible with the Surgical. Products 
Division Direct-Purchase Plan even 
greater savings are possible. 


Was DOESN'T IT STICK? 


“MIGROGAUGE” MESH IS KEY TO SUCCESS OF 
NEW OWENS® STERILE NON-ADHERENT DRESSING 


Hailed as an important advance in 
wound dressing technic, Owens contact 
dressing prevents wound adherence 
without occlusive ointments or other 
impermeable wound coverings! The 
dressing’s unique “microgauge” mesh 
effectively bars capillary penetration, 
yet allows liquid exudates to pass freely. 

Owens Non-Adherent Dressing has 
been used for 4 years in leading hospi- 
tals to hasten healing and improve 


cosmetic result on burns, granulating 
areas, skin graft donor sites, and sur- 
face wounds. Now available sterile, in 
individual envelopes, Owens Dressings 
are ideal for routine hospital, office and 
emergency use to improve healing and 
minimize painful tearing of wound 
surfaces. Dressings are supplied Plain, 
or Neomycin-Treated for infected or 
potentially infected surfaces. Both types 
come in 3” x 8” and 8" x 12” sizes. 


CHECKS WOUND ODOR AT SOURCE! 


Positive control of the most offensive 
wound odor for more than 12 hours 
per application is now possible with 
Surgaire, a new sterile aerosol deodor- 
ant introduced by Surgical Products 
Division. 

Unlike spray or wick-type deodor- 
ants which merely mask airborne odors 
with their own strong scent, Surgaire 
is designed to be sprayed directly on 
the dressing covering the wound. Act- 
ing at the source, it checks odor by 
chemical action before it can permeate 
the air of the sick room. Employed rou- 
tinely wherever wound odor is a prob- 
lem, this effective, easily applied deo- 
dorant can do much to improve morale 
of patient and attending personnel in 
hospitals, nursing homes, cancer clinics, 
as well as in the home. 
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LOOK TO 


IDEAL'S improved design is a result of additional research and 
development to make the IDEAL Mealmobile better than ever and more 
adaptable to all hospital centralized food service systems. 


NEW IMPROVED 
BEVERAGE WELLS 


New design provides for com- 
_ plete drainage of contents of . 


NEW COMPRESSOR 
LOCATION 


Compressor at left reor 
corner gives better yisi- 


bility. beverage wells. 
Improved thermostatic control of 
a beverage dispensing section 
wii provides better, more accurate 
NEW IMPROVED |! control of beverage well heat. 
TRAY GUIDES 
design gives more strength, | | 
permits easier cleaning. ge | 
tray up to 1644” x 224%”. | 
POSITION : \ Provides 40° to 45° Cold Com- 
| partment temperature within 45 
New handle placement minutes of pre-chill. A must for 
facilitates door opening. successful pre-loading of cold 
foods. 


Imitations which have been made of IDEAL’S 
equipment are acknowledgments of its worth and superiority. But do not be 
mislead by a copy of IDEAL. When you buy a copy, you do not get 
many of the basic and fundamental design features which IDEAL has incor- 
porated in the original — the features which:make IDEAL 
equipment the best in function, quality and design. 


Made only by the 


SWARTZBAUGH 
food service 


system? Write us MANUFACTURING 


for assistance. HOSPITAL EQUIPMENT COMPANY 
im 


Want to improve 
your centralized 


MURFREESBORO, TENN. 
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has both! 


| _ On both MATEX types you get the exclusive 
permanent Kwiksort size markings that 
speed sorting and pairing — even on those 
that carry size-colored bands. 
White or brown gloves — MATEX has both. 


Order MATEX gloves in Hospital Packs...save 
money...use only half the shelf space...no litter 

of boxes or tissues. Gloves in transparent polyethylene 
bags, color marked for easy size identification. 
Hospital Packs available in 6 and 10 gross lots. 


> 
Be 
HOSPITALS, J.A.H.A. 


ghinions and ideas 


LETTERS TO THE EDITOR 


Courting time needed 


Dear Sir: 

Just a brief word to congratulate 
the AHA on its Symposium on 
Progressive Patient Care in the 
January 16th issue of HOSPITALS, 
J-A.H.A. 

P.P.C. deserves objective court- 
ing, but too many hospital ad- 
ministrators are thinking of 
marrying the girl without knowing 
what she is really like.-—JACQUES 
Cousin, Greater Detroit Area Hos- 
pital Council Inc. 


Proof of the pudding 


Dear Sir: 

It occurred to me that, apropos 
of my article [““They Practice Now 
to Save Lives Later’’] in the Dec. 
16, 1958, issue of HOSPITALS, 
J.A.H.A., you and your readers 
might be interested in the accom- 
panying copy of a letter I received 
from the Evanston Fire Depart- 
ment. 

The incident referred to was a 
minor blaze, in a section of tem- 
porary flooring, caused by sparks 
from a welder’s torch during con- 
struction of an addition to our 
hospital.—SIsT—ER M. GERTRUDIS, 
O.S.F., Administrator, St. Francis 
Hospital, Evanston, IIL.: 

* * 
Dear Sister Gertrudis: 

This past week the Evanston 
Fire Department had occasion to 
answer fire alarm from St. Fran- 
cis Hospital. ; 

This is the first time since the 
new method of using your zone 
response was initiated that we 
have been called. Upon inquiry 
as to its efficiency, our department 
officers offered nothing but favor- 
able comment. All our officers 
knew exactly where to respond, 
in advance. They also commented 
on how your entire personnel re- 
acted and knew their own specific 
assignments. 

This method is very advanta- 
geous to our department, and we 
appreciate the work and interest 
taken by Mr. Leo Lynk and Dr. 
Perrill in establishing this system. 
We feel you may well be proud of 
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your staff.—LEsTeR C. BREITZMAN, 
Assistant Fire Marshal, Fire Pre- 
vention Bureau, Evanston (Ill.) 


_ Fire Department. 


New Jersey nurse education 


Dear Sir: 

The publicity given in HOS. 
PITALS, J.A.H.A., to certain re- 
marks made by Dean Ella V. 
Stonsby of Rutgers University, at 
a recent meeting of the New Jersey 
League for Nursing, gave me grave 
concern. I refer to the article on 
page 18 of the Feb. 1, 1959, issue. 

Miss Stonsby, who is dean of 
the College of Nursing of Rutgers 
University, in advocating the es- 
tablishment of a governor’s in- 
terim commission to study closing 
the hospital schools of nursing in 
New Jersey, was expressing a per- 
sonal opinion. Dean Stonsby was 
speaking at a program sponsored 
by the Department of Bacca- 
laureate and — Degree Pro- 


grams of the New Jersey League 
for Nursing, which is composed of 
members representing the college- 
controlled schools of nursing in 
this state. All of the speakers 
on the program, including Dean 
Stonsby, were representing this 
small department consisting of 45 
members, and their remarks are 
not to be considered as carrying 
the endorsement of the rest of the 
organization’s membership of more 
than 1100, nor were any of the 
statements made at the meeting 
authorized by the board of di- 
rectors. 

The New Jersey League for 
Nursing is dedicated to all profes- 
sionally recognized methods of 
nursing education and rejects the 
endorsement of any one method 
over another. The organization is 
proud of its department of diploma 
programs and lends support and 
confidence to the work of this 
department and to the hospital- 
controlled schools which the de- 
partment represents.—MARGARET 
B. ALLEN, R.N., president, New 
Jersey League for Nursing, New- 
ark, N.J. 


When you see melting ice, you 
know the temperature is above 
32°. ... When you look at a 
melted Diack Control pellet. 
you know the temperature has 
been above 250° (15 Ibs. of 
air-free Steam). Both ice and 
Diacks work on the infallible 
principle that a pure chemi- 
cal compound always has the 


same melting temperature. 


Go back to first principles of cleanliness and sterility, and you 


will control the staph problem. 


SMITH & UNDERWOOD 


Sole Manufacturers of Diack Controls & Inform Controls 
ROYAL OAK, MICHIGAN 


DIACKS EVERY DAY 


Go back to First Principles 
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hospital accounting mastered 


c BURROUGH 


ACCOUNTING MACHINES 


When Burroughs Typing Sensimatic accounting 
machine checks in at your hospital, modern descrip- 
tive accounting starts checking patients out—accu- 
rately, automatically and fast! Its rapid-fire, jam-free 
typing is a perfect preface to the great variety of jobs 
this money-saving machine will do. Samples: 

e ADAPTS TO ANY ACCOUNTS PAYABLE 


SYSTEM. Suppliers’ remittances. prepared and 
items distributed to control accounts in one fast, 


easy operation. 


Burroughs and Sensimatic—T M's. 


Burroughs Corporation 
“NEW DIMENSIONS / in electronics and data processing systems” 


e SAME MACHINE FOR ANY PAYROLL SYS- 
TEM. Even incidental help is no payroll problem. 
e SPEEDS, SIMPLIFIES PATIENT ACCOUNT- 
ING, too. Sensimatic’s 19-total memory means 
that accumulated patient billing totals can be 
automatically distributed to the proper accounts. 
Write for our free literature on hospital accounting 
plans or call a Burroughs representative at our 


nearby branch office for a demonstration. Burroughs 


Corporation, Burroughs Division, Detroit 32, Michigan. 


~ 
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NEW 
PROVIDES 

TIMES THE 
CALORIES 

DEXTROSE 


¢ high energy fat for intravenous feeding. 

¢ the first formulation to assure adequate caloric supply. 

* prevents cachexia and promotes recovery. 

* spares body protein. 

* provides high caloric intake in low fluid volume, thus elimi- 
nating the necessity of prolonged administration and over- 
hydration—1 liter of Lipomul I.V. supplies 1,600 calories, 
while 1 liter of 5% dextrose or 5% protein hydrolysate sup- 
plies only 200 calories. 

* completely metabolized. — 

¢ makes possible higher concentrations of fat without irrita- 
tion of venous endothelium. 

* essentially devoid of electrolytes and nitrogen—can be life- 
saving when renal function is markedly impaired. 


¢ has minimal side effects: incidence of reactions less than 
5% in 4,000 infusions. 


See package literature for dosage, administration, and precautions. 


Supplied: Lipomul I.V. is a sterile, nonpyrogenic, oil-in-water emulsion 
supplied in 500 cc. bottles for intravenous use. Each bottle contains 
cottonseed oil 75 Gm., glucose 20 Gm., and soybean phosphatide 6.0 Gm. 


Included in each package is an intravenous administration unit which 
must be used in all Lipomul I.V. infusions. The package must be stored 
in a refrigerator and protected from freezing. The unit is not for multiple- 


dose use, and any unused portion should be discarded. 


OTRADEMARK, REO. v. 8. PAT. OFF. | Upjohn | The Upjohn Company, Kalamazoo, Michigan 
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for every central 
oxygen or gas 
supply system... 


Only McKesson saline such valves— 


Valves which assure against loss 
of expensive gases— 


Valves which mean maximum safety 
and convenience— 


Valves which have the famed ‘O"’-Ring 


to stop gas leaks at stem! 


Long-life, trouble freedom guaranteed by 
quarter-century of making these products— 


With thousands of McKesson Wall 
Valves still in daily use after 25 years! 


Widest Variety — 
Supplied in vertical-type as well as 


horizontal. Constructed to fit all kinds 
of boxes and plumbing installations! 


Reasonably priced! 


Especially popular when used with 
Schrader Couplers! 


CATALOG FURNISHED ON REQUEST. 


WALL VALVES 


Practical Adjunct to All Central Gas Systems— 
The NEW McKesson Tube-Support Crane 


Illustrations show Crane connected to Mc- 


Kesson Wall Valves and Schrader Couplers. 
Supports supply tubes six feet from wall at 
any convenient height, when fully extended. 
Folds and lies flat against wall or may be 
disconnected and stored when not in use. 
Designed originally for State University 
of Iowa. 
Brochure available on request. 


WALL VALVES 
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also, 
Central Suction 
and Piping 
Systems 


Scores of the Nation's 
leading hospitals 
have McKesson 
Central Suction 
Systems with 
Terminal Outlets 
convenient to every 
operating table. 
Brochure with 
Diagrams Sent by 
Return Mail. 


McKesson Appliance Co., Toledo, Ohio 


Manufacturers of these major products: 

Bronchio Spirometry * Anesthesia * Resuscitators * Suction Pumps * Metabolism 
© Oxygen Tents * Analgesia * Vital Capacity Pneuwmeothorex Aijr 
Compressors * Rocking Beds © Dermal Temperatvre © Oxygen Therapy 
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seavice from headquarters 


Nursing administration 
In your view, should there be ad- 


ministrative separation of nursing serv- 
ice and nursing education? 


The over-all organizational pat- 

tern of the hospital influences the 
_ organization of the department of 
nursing and the school of nursing. 
In my view, central administration 
is preferable, with responsibility 
for distinctive aspects of a program 
delegated to an assistant. Since 
the hospital school of nursing is 
an integral part of the hospital 
and the hospital administrator is 
ultimately responsible for all 
phases of hospital programs, co- 
ordination of the two nursing 
programs is achieved to a greater 
degree if one person is adminis- 
tratively responsible for both. If 
this coordination is not provided 
for within nursing administration, 
it will have to be achieved through 
the genera! administrative struc- 
ture of the hospital. 

The disadvantages of separate 
administration of the two depart- 
ments, can be minimized if the 
personalities involved are aware 
of the principles and procedures 
of sound administration. 

In the average hospital conduct- 
ing a school of nursing, the inter- 
dependence of nursing service and 
nursing education supports the 
theory of central administration. 
Many supporters of. separation 
cloud the issue by placing empha- 
sis on the differences in objectives 
rather than regarding administra- 
tion in its proper perspective. 

—ELEANOR C. LAMBERTSEN 


Floor maintenance 


What literature is available on the 
maintenance of terrazzo floors? 


General information on tlie care 
of these floors is available from a 
number of sources: 

American Concrete Institute, 18263 
West McNichols Road, Detroit, 
Mich. 

American Hospital Association. 
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Manual on Hospital Housekeep- 
ing ($1.50). 

Association of American Soap and 
Glycerin Producers, Inc., 295 
Madison Avenue, New York. 
Building and Equipment Sani- 
tation Maintenance, Principles 
and Practices. | 

National Terrazzo and Mosaic As- 
sociation, 711 Fourteenth Street, 

Northwest, Washington, D.C. 

Portland Cement Association, 33 
West Grand Avenue, Chicago 
10, Il. 


Trade Press Publishing Co., 407 


East Michigan Street, Milwau- 
kee 1, Wisc. 
—CATHARINE H. LOUCKS 


Life expectancy of mattresses 


We are considering the purchase of 
latex foam mattresses. What has been 
the experience of other hospitals with 
these mattresses as compared to the 
standard item? 


To my knowledge there is no 
information available on the life 
expectancy of a mattress in use in 
an institution. However, a reason- 
able estimate would be from three 
to five years. 

It appears that latex foam mat- 
tresses have not been as widely 
accepted in hospitals as was origi- 
nally anticipated. Conventional 
materials are more widely used at 
the present time. There does, how- 
ever, seem to be slight reversal in 
favor of latex within the last year 
or two, owing primarily to techni- 
cal improvements made in this 
type of mattress. 

Following are some of the ad- 
vantages and disadvantages of la- 
tex mattresses. Naturally, some of 
these vary from product to prod- 
uct. 

1. They are nonallergic. 

2. They tend to induce perspir- 
ation (newer designs eliminate 
much of this). 

3. They tend to absorb odors and 
have an odor of their own (re- 
duced in some brands). 

4. Steam sterilization and ex- 


posure to sunlight break down the 
material from which these mat- 
tresses are made. 

5. A heavy cover is required to 
protect the mattress, making it 
more firm. 

6. Lack of an edge support 
frightens patients, as they tend to 
slip when sitting on the edge 
(reinforced edges are now avail- 
able on some models). 

7. A fire hazard was present in 
many of the older products, but 
this hazard has been reduced re- 
cently. 

8. Some patients object to latex 
mattresses because they are not 
accustomed to their use at home. 

Two good references are avail- 
able on mattresses: 

@® Commercial Standard 182-51, 
Latex Foam Mattresses for Hos- 
pitals (5 cents). 

Federal Specification 22-m-91 
(a), Mattresses, Bed, Latex Foam 
(5 cents). 

These publications are available 
from the U.S. Government Print- 
ing Office, Washington 25, D.C. 

Standard thickness for latex 
foam mattresses in the United 
States is 4% inches for common 
bed sizes. A maximum crown of 
one-half inch is permitted. Per- 
missible tolerances are +3/16 inch 
or —1/8 inch without covers. A 
214-inch thickness is provided for 
crib sizes. The resiliency or firm- 
ness can be controlled by the man- 
ufacturing process. The additional 
bulk of a 6-inch thick latex mat- 
tress would not seem to justify the 
increased handling and _ storage 
problems. | 

Washing methods for these mat- 
tresses vary with usage and cover- 
ings. At least one hospital has 
adopted a washing procedure 
adaptable to standard washwheels 
and extractors. Damage to mat- 
tresses is minimized by enclosing 
them in a sturdy ticking for proc- 
essing—JacK D. DILLMAN 


The answers to these questions should not be con- 
strued as being legal advice. Hospitols with legal 
problems are advised to consult their own attorneys. 
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are used. Because this 


“hold” a low temperature for hours, no ice 
is needed, and a possible source of contamina- 
tion is eliminated. 


Polar insulated pitchers and beverage servers 
are recommended for bedside service where 
cold water or chilled juices and beverages 
insulated ware will 


~ 
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asepsis 


POLAR 


made of heavy gauge stainless steel, this ware for bedside 
service is all but indestructible. That underscores economy, 


hi cca ee The recent furor over unhygienic water servers that made 

Pa ie nasty headlines and sordid reading in the nation’s press, 

spotlights — by way of contrast — the completely hygienic 
ee : potential of Polar stainless steel ware. 

& Ee All Polar pieces for the sickroom are designed with large 

cf | _ openings readily accessible for any hand or mechanical clean- 

i @ ing action. All are deep drawn, seamless stainless steel. There 

i. a are no temperature limitations that prevent autoclaving, or 

| long exposure to boiling water. And because Polar Ware is 


¢ 


Pitcher—141 


Polar Ware Co. 


Room 1455 


provides a long return on a prudent investment. 

Ask the supply house men who call 
on you. You'll find the best of them carry 
Polar Ware. 


"3500 LAKE SHORE ROAD 
SHEBOYGAN, WISCONSIN 


“415 Lexington Avenve = Santa Fe Avenve Offices in Other Principal Cities 


New York 17, New York Los Angeles, California “Designates office and warehouse 
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Post-Operative Must 
For Chest Surgery 


The Gomco No. 766 Thermotic® Thoracic 
Pump is a special-purpose unit, designed 
specifically for post-operative treatment of 
| chest surgery cases. Requiring a minimum 
ji of attention, it operates continuously over 
extended periods of time. 


The 766 provides a high volume of suction 
at low negative pressure. Approximately 160 
litres of air per hour are evacuated on the low setting; 
approximately 300 litres on the high setting. The easy- 
to-read manometer scale provides visual indication of 
the functioning of the apparatus. Negative pressure can 
be regulated from 0 to 25 centimeters of water. Easily 
rolled on rubber-tired casters, the greater portion of 
the unit conveniently slides under the bed. Height of 
the manometer stand is 34”. | 
See why leading hospitals throughout the world provide 
chest surgeons with the many benefits of the Gomco 
No. 766 Thermotic® Thoracic Pump. Your Gomco 
dealer will be glad to demonstrate this or any of the 


other quality units in the broad and varied Gomco line. 


GOMCO SURGICAL MANUFACTURING CORP. 
820-H €. Ferry St., Buffalo 11, N.Y. 


Distribured Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY, 150 East 42nd Street, New York 17, N.Y. 
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at ‘the instinutes 

of Health, Bethesda, Maryiand, washed their hanc ea 
with pHisoHex, according to a special procedure, — 7 
during a period of over three years.’ In this time, or 


three occurrences of respiratory cross 
developed, and there was no spread of cc nicable- 


4isoHex, potent ergent, 
nonirritating and hypoallergenic. It is 100 t rime 
more effective than soap in ridding the skin a 
of bacteria. Used frequently and exclusively, it te 
maintains surgical sen 
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editorial notes 


—ready with the reserre 
HERE WAS A time, and not too 
long ago, when the military 

status of members of the hospital 
staff was a leading subject for 
speculation and discussion. Such a 
time, let us hope, will never return 
—but it might. 


In the interests of prudence and 


foresight, it would seem that now 
is a good time to determine the 
military status of members of the 
staffs of hospitals and medical 
schools. 

The National Advisory Commit- 
tee of the Selective Service Sys- 
tem has announced that members 
of the ready reserve will be ex- 
pected to go when called. They 
will not be declared essential to 
the institutions they serve at the 
time such a call is made—if, in- 
deed, it is made. 

The committee recommends that 
individuals in essential positions 
who are in the ready reserve 
should request transfer to the 
standby reserve. “Otherwise,” the 
committee noted in a recent mem- 
orandum, “the ready reserve is 
not a ready reserve.” 

All of us, whatever our position, 
have an obligation to serve our 
country. But if we know we are 
in essential positions it is unre- 
alistic (and misleading to those 
who evaluate manpower resources) 
to continue in the ready reserve 
when we would actually be more 
valuable as members of the stand- 
by reserve. 
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Those who make such a transfer 
will, of course, lose pay. But they 
will not lose credit toward retire- 
ment. 

If such transfers are not made 
now, they could conceivably come 


OFFICIAL NOTES 


Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meeting in Chicago, February 
3, are reported in this issue in the As- 
sociation Section on page 55. 


at a more disruptive time for both 
hospitals and the patients in them. 
And worse, if such changes are 
not made at all, the hospitals or 
medical schools involved could 
be seriously impaired at a time 
of emergency. 


—narrowing the critical period 


i FIRE FIGHTING, a minute is a 
precious commodity. The length 
of time between the detection of a 
fire and the arrival of the fire de- 
partment is the most vital time of 
all. 

“Fires are won or lost in the 
first five minutes,” says Robert 
Quinn, Chicago fire commissioner. 
“That is the critical period, the 
time when lives.and property are 
still in the balance.” 

Two recent disasters in the Chi- 
cago area, one involving a nursing 
home and the other involving a 
school, were reportedly intensified 
by delays in notifying the fire de- 
partment. 


Ordinances and fire regulations 
in most communities make it man- 
datory to notify the fire depart- 
ment as soon as a fire is noticed. 
But it is possible to delay a min- 
ute or two before placing the call, 
perhaps to check the extent of the 


fire. 


Such delays, whatever their ori- 
gin, invite tragedy. In almost ev- 
ery case, a fire department would 
rather answer three unnecessary 


- calls than be delayed in answering 


one where the time-lag proved 
critical. 

When in doubt, don’t hesitate, 
call the fire department. That's 
good advice for anybody, but it 
is essential advice for personnel 
in patient care institutions. 


—first call for convention 


LTHOUGH this year’s AHA an- 
NX nual meeting is still several 
months away, much of the be- 
hind-the-scenes work is already 
nearing completion. 

Housing forms for the meeting, 
scheduled for August 24-27 in 
New York’s Coliseum, will soon 
be mailed. We hope that those 
planning to attend will return 
their forms promptly so that each 
will be assigned the hotel of his 
choice. 

The Statler-Hilton will serve as 
headquarters hotel for this Asso- 
ciation and two cf the groups that 
traditionally meet with us: the 
American College of Hospital Ad- 
ministrators and the American As- 
sociation of Hospital Consultants. 
The Governor Hilton will be the 
headquarters hotel for the Ameri- 
can Association for Hospital Plan- 
ning, and the New Yorker will 
serve that function for the Ameri- 
can Association of Nurse Anesthe- 
tists. 

This is the first time since 1911 
that our annual meeting has been 
held in New York. We have long 
wanted to return to our largest 
city but adequate facilities were 
not available until two years ago. 
We are glad to be going back and 
hope you will be there. 
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Wwe EVER happened to the 
“good old nurse?’ Someone 


has said that if we could find a 
good old hospital we'd find the 
good old nurse working there, be- 
side the good old doctor. 

If we found her, however, would 
we employ her as a professional 
nurse today? 

There must have been good old 
nurses 80 years ago. What was 
their education and what did they 
do? The 1877 annual report of one 
hospital! describes the start of its 
new school of nursing, the fourth 
in the United States. The basic 
philosophy was as sound then as 
it is today: “The first duty of the 
committee (on the nursing school) 

. is to appoint executive officers 
who have purity of character, 
equable temper and the power of 


T. Stewart Hamilton, M.D., is executive 
director, Hartford (Conn.) Hospital. This 
material is adapted from a paper pre- 
sented at a meeting of the Nebraska Hos- 
pital Asseciation, October 1958. 
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THE FUTURE NURSE: 


In the future, the professional 
nurse’s position will require an _ in- 
creasing amount of skill, ability, in- 
telligence and judgment, states the 
author. In discussing possibilities of 
attracting and developing students with 
these characteristics, the author re- 
views the “good old days,” sums up 
present nursing education programs, 
and forecasts their future. 


self control. They should also pos- 
sess the faculties adapted to their 
position. When this is accom- 
plished it is not necessary for com- 
mittees to spend much time on de- 
tails. Their principal duty is to 
keep their appointments as perfect 
as possible.” The report then goes 
on to list the following nine areas 
of instruction:? 

1. “The dressing of burns, sores, 
and wounds; the preparation and 
application of fomentations, poul- 
tices and minor dressings. 

2. “The application of leeches, 


her place 


and subsequent treatment. 

3. “Administration of enemas. 

4. “Use of the female catheter. 

5. “The best method of friction 
to the body and extremities. 

6. “Management of helpless pa- 
tients, moving, changing, giving 
baths in bed, and managing po- 
sition. 

7. “Bandaging, making bandages 
and rollers, and lining splints. 

8. ‘Making beds, and changing 
sheets while the patient is in bed. 

9. “That no part of the hospital 
is Clean if it can be made cleaner.” 

Several of the skills listed are 
still required, but so many new 


ones have been added that this 
nurse would, of course, not be 


equipped to meet today’s problems, 
let alone tomorrow’s. But what 
was the effect upon the hospital in 
those days? The hospital’s annual 


‘report of the next year says: “The 


cleanliness and the neat appearance 
of the wards and the quality of 
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and preparation 


by T. STEWART HAMILTON, M.D. 


nursing is decidedly improved 
under the present arrangement.”3 

Evidently, 1877’s nurse was ad- 
- equately trained for her time. But 
times have changed. 


BASIC CONCEPTS STILL SOUND 


Let us jump a half century to 
1923 when the first definitive 
nation-wide study of nursing was 
attempted. The committee’s report, 
Nursing and Nursing Education in 
the United States, is often called 
the Goldmark Report, in honor of 
the committee’s secretary Miss 
Josephine Goldmark. In the Gold- 


mark Report, too, basic concepts | 


enunciated are still sound: “So far 
as the trained nurse is concerned, 
whether she is to function in ‘pri- 
vate duty, in public health or in 
institutional service, it is clear that 
her basic professional education 
must be acquired in the hospital 
training school. . . . The develop- 
ment of the hospital training 
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school for nurses constitutes a 
unique chapter in the history of 
education.’ 

A’ decade later in 1934, a docu- 
ment was published entitled, 
Nursing Schools Today and To- 
morrow.5 This report states that 
there is severe unemployment 
among nurses, that since 1900 the 
nurse population has _ increased 
2374 per cent against an over-all 
population increase of 62 per cent, 
and that the professional life of a 
nurse is 17.43 years. The report 


goes on to state that the over- 


production in nursing has to be 
stopped and that there is one way 
to stop it: close most of the train- 
ing schools. 

On first read- 
ing, one is im- 
pressed with the 
cloudiness of 
1934’s crystal 
ball. But the 
crystal ball was 
perhaps not so 
clouded after all. 
Even in the midst 
of great unem- 
ployment of 

nurses, a grow- 

ing shortage of 

persons trained to meet the de- 
mands of the day was noted. This 
fact influenced the recommenda- 
tion to a considerable degree, 
because many schools were gradu- 
ating nurses ill-equipped to per- 
form the tasks assigned to them. 

The 1934 report also pointed out 
the need for good, sound educa- 
tional programs. It recommended 
that supervisors and head nurses be 
nurses and stated that instructors 
without at least a high school edu- 
cation could hardly be expected to 
do an outstanding job of super- 
vision or teaching. This was in 
1934. 

Once again the basic philosophy 
remained unchanged, while the 
curriculum content had changed 
as much from 1877 to 1934 as it 
has since 1934. 


FUTURE NURSING SKILLS 
In 1758 a learned man could 


carry in his head most of the | 


scientific knowledge extant at that 
time. Despite great advances in 
science during the century to 
follow, a learned physician in 1858 
could know all there was to know 
in medicine (and be a pretty good 
botanist on the side, this being a 
popular hobby among physicians 
of the time). By 1958, however, a 
physician can know thoroughly but 
a tiny part of the body of medical 
knowledge. Each year, each day, 
the physician must reach out to 
learn new facts, to master new 
techniques. 

These changes affect the nurse 
and the physician with equal force. 
The nurse has always acted as the 
physician’s adjutant and has per- 
formed functions which he dele- 
gated to her. As he leaves more to 
her and expects more of her, she 
must be better equipped. While ex- 
ceptions occur, in general, the 
better the preparation, the better 
the job done. Yet both nurse_and 
physician must occasionally per- 
form tasks which might well be 
assigned to those less skilled. Nor 
is this new. Florence Nightingale® 
wrote on this subject: “I am far 
from wishing nurses to scour. It is 
a waste of power. But I do say 
that .. . women who wait for the 
housemaid to do this, or the char- 
woman to do that, when their pa- 
tients are suffering, have not yet 
the making of a nurse in them.” 


FUTURE NURSING ACTIVITIES 


To predict future activities of 
the nurse, it is necessary first to 
predict future activities of the 
physician. In general, however, 
we can forecast that the nurse’s 
position will require an increasing 
amount of skill, ability, intelli- 
gence and judgment. 

Today, most nurses work in hos- 
pitals. In 1877 nurses were trained 
primarily for work in homes. In 
1923, the order of importance is 
indicated by the order in which 
areas of activity were listed in the 
Goldmark Report:4 private duty, 
public health, institutional service. 

In the future, an increasing 
number and percentage of nurses 
will be working in hospitals. The 
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number of patients admitted to 
hospitals is increasing, having 
doubled in the past 18 years. The 
social changes which have brought 
this about should result in a con- 
tinuation and extension of the 
trend. This increase in volume 
alone will increase the demand for 
institutional nurses. 
To help meet the demand for 
service, an increasing number of 
nonprofessional personnel are em- 
ployed in hospitals. As the nurse 


assumes duties formerly per- en 

formed by the physician she must chart 17 TYPE OF PROGRAM 

pass along to those less skilled 

than she some of the duties she 114,570 STUDENTS WERE IN 


accomplished only as techniques 

become safer and less complex. If 

nurses are asked to assume an in- 

creasing number of highiy com- 

plex tasks and cannot delegate an 

equal number to others, more 

nurses must be engaged. Delega- 

{ tion of responsibility introduces an 

| added factor which applies to both 
| physician and nurse: the need to 
develop administrative skills to 

help ensure that duties delegated 

to others are properly carried out. 


previously performed. This can be 
a NURSING SCHOOLS IN 1957 


chart 2 PER CENT OF FIRST YEAR’S TRAINEES PER CENT OF FIRST YEAR'S TRAINEES 
IN EACH FIELD OF SPECIALIZATION IN EACH AREA OF SERVICE 
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| HOW NURSES SPEND THEIR TIME 
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Despite increasing numbers of 
patients and increases in nonpro- 
fessional personnel, the number of 
professional nurses per 100 pa- 
tients is likewise increasing. The 
numbers are up both in total and 
per hundred patients. The reason 
we feel a shortage so acutely is 
that these figures fail to take into 
account either added duties or 
shortened patient stay. Today’s 
patients have much more done to 
them in a shorter space of time 
than those of even a decade ago. 

Where is tomorrow’s nurse to ob- 
tain her education? Chart 1, page 
34, indicates where she obtains it 
now. We can assume that with the 
general increase in college-level 


education, the 16 per cent in bac- — 


calaureate degree programs will 
be increased. The trend of more 
high school graduates seeking col- 
lege level education is one shared 
by those who elect nursing as a 
career. 

Of those who go on for further 
training and preparation approxi- 
mately half (Chart 2, page 34) 
come from faculties of schools of 
nursing while slightly more than 
half seek training in this area of 
teaching. This is an encouraging in- 
dication that the number of teach- 
ers in nursing is on the increase. 

When the _ professional nurse, 
after whatever level of training 
she has attained, assumes a po- 
sition in nursing service (Chart 3, 
page 34) her time at the bedside 
is less than that spent by her 
predecessors. Nurses also spend 
less time at the bedside the higher 
they rank in the _ organization. 
Thus, we can assume that the more 
preparation a nurse has, the more 
she guides the work of others and 
the less she actually renders care 
‘herself. 

SELECTING FACULTIES AND STUDENTS 

In planning for the future we 
must, looking at the past and 
present, build as firm a foundation 


as possible. It is generally accepted . 


that the teacher should have edu- 
- cation beyond the subject he is 
teaching. 

Chart 4, page 35 (taken from 
statistics preparcd for staff use by 
the U.S. Public Health Service) 
shows that in nursing there is a 
pyramid of levels of education 
with a huge base of 91.5 per cent 
of nurses who have graduated 
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from hospital schools and have no 
degree. It is safe to assume that of 
the remaining 8.5 per cent (some 
36,500), at least half are the prod- 
uct of hospital schools. No more 
than two-thirds of the nurses with 
master’s degrees are in nursing 
education. Good programs need 
good teachers. Good teachers need 
education. If we are to meet grow- 
ing needs for qualified nurses we 
must increase our qualified facul- 
ties. Government and other pro- 
grams have done much to stimu- 
late educational opportunities for 
the nurse with a bachelor’s degree 
to seek further education, but 
much needs to be done in the area 
of helping those nurses who are 
able to and interested in obtain- 
ing a baccalaureate degree. 

Once we have our faculty—and 
in practice we cannot wait until 
faculties are complete before we 
do something about students—we 


should turn our minds to selecting 


students. A professor at Brown 
University, speaking at an Ameri- 
can College of Hospital Adminis- 


1956 1952 


chart 4 


TOTAL ACTIVE GRADUATE NURSES IN 1952—374,600 
‘TOTAL ACTIVE GRADUATE NURSES IN 1956—430,000 


1956 1952 1956 1952 1956 
DOCTOR'S DEGREE MASTER'S DEGREE BACHELOR'S DEGREE NO DEGREE 


trators institute in 1946, said, “If 
you select your student body care- 
fully enough you can have a fa- 
mous university without worrying 
much about whom you select for 
faculty.’’ While he was exaggerat- 
ing to emphasize the importance 
of care in student selection, there 
is truth in this statement. 

If we expect more from the 
graduates, we must exercise more . 
care in selecting the students. The 
standing of students in high school 
and their achievement on state 
board examinations can be directly 
correlated. Students in the lowest 
quarter or even the lower half of 
their high school classes should 
not be considered satisfactory. 
Nursing schools must compete 
with colleges for those in the up- 
per third. A variable here which 
everyone recognizes, but which is 
difficult to measure, is local com- 
petition. A student in the top 
quarter in one high school might 
not stand in the top half in 
another. Another variable is moti- 
vation. The average student, highly 


343,700 NURSES—91.8 PER CENT 


NURSES—1.5 PER CENT 
NURSES—7.2 PER CENT 


ESTIMATED NUMBER AND PERCENTAGE OF ACTIVE GRADUATE NURSES 
HOLDING ACADEMIC DEGREES IN THE UNITED STATES, 1952 AND 1956 
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motivated, can often out-perform 
her more intelligent sisters. There 
are other variables as well, but, in 
general, the conclusions are be- 
lieved to be sound. 

More than interest in patient 
care and intelligence are needed 
in prospective students. As times 
change, and more skill is necessary 
in administration and supervision, 
shouldn’t nursing aptitude exami- 
nations be geared to give this pen- 
chant more weight? Adminis- 
trative tasks are the bane of many 
a nurse’s day. How much of this 
administrative skill can we im- 
part to a young woman if we have 
selected her because she possesses 
other, and perhaps conflicting, at- 
tributes? 

Once the faculty and student 
have been selected, what sort of 
educational program is needed? 


AWARENESS PLUS ADAPTABILITY 


The student nurse must amass a 
considerable body of scientific 
knowledge. The volume will in- 
crease in the future. The early 
parts of this knowledge can be ob- 
tained away from the _ hospital 
(but should be taught by those 
familiar with a hospital setting). 
For the most part, however, her 
knowledge should be acquired us- 
ing the hospital as the laboratory. 
With medical education drawing 
ever closer to the bedside, it is 
incongruous that nursing edu- 
cation should be drawing away 
from it. 

The student nurse must also de- 
velop an awareness of social trends 
and an ability to change as they 
change. This is necessitated by two 
things: (1) the physician has 
delegated to her more and more 
responsible areas of patient care; 
and (2) she must be an adminis- 
trator as well as a technician. Yet 
she must never lose in the process 
that vital attribute of every good 
nurse: the sympathetic interest in 
the patient. 


She must learn administrative ° 


skills. As the number of personnel 
per occupied bed increases (it has 
risen from 1.5 before World War 
II to nearly 2.5 today), the nurse 
must assume the role of a leader. 
Here, as in the acquisition of her 
scientific skills, the hospital is the 
laboratory. Principles can be 
learned in class, but should be ap- 
plied in a hospital setting. 
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Where will the student of the 
future be educated? In the hos- 
pital. As the hospital becomes the 
center of community health activi- 
ties, more and more of the work- 


ers receive their education and 


training there. 
WHAT TYPE OF PROGRAM? 


In what type of program will 
she be educated? In several: 

® The hospital school, which 
now educates 83 per cent of nurses 
will probably educate a somewhat. 
smaller percentage as other pro- 
grams grow. If we are to meet the 


needs, however, it will educate a 


greatly increased number of 
nurses. For the foreseeable future 
the hospital school will continue 
to provide the vast majority of 
nurses.75 It cannot be otherwise. 
The education of nurses in the hos- 
pital is, and always will be, es- 
sential. The education of nurses in 
hospital schools of nursing must 
continue unless some drastic 
change in our social structure 
makes some other means of edu- 
cating nurses more practical. 

@ The junior college program is 
an area to be watched as a possi- 
ble source of such a change. Today, 
these programs prepare less than 
one per cent of nursing students. 
I cannot foresee much growth in 
the program except on an experi- 
mental basis. Most young women 
elect a hospital school over a col- 
legiate program for financial rea- 
sons. The unknown is whether two 
years of post-high school education 
will soon become accepted as a 
part of the public school system. 
If this becomes the case, a young 
woman could then attend a junior 
college for less money than a hos- 
pital school would cost her and in 
two years qualify for both an R.N. 
and an associate degree. If the 
additional two years are added to 
the public education system, hos- 
pital schools will probably ally 
themselves with these junior col- 
leges. The cost of nursing edu- 
cation will thus be placed upon the 
entire community and the nurse 
will receive her basic education in 
two years (plus an internship of 


four to six months). The hospital | 


will remain the laboratory, but 
little in the way of service will be 
expected of any student until her 
internship. 


College programs, providing 


education for 16 per cent of stu- 
dent nurses will continue to grow, 
to develop and to attract an in- 


_creasing number and percentage of 


students. This is partly due to the 
increasing numbers of high school 
graduates seeking a college edu- 
cation. As this trend develops, we 
must be careful to keep college 
doors open to hospital school 
graduates. Hospital schools will 
continue to educate the vast ma- 
jority of our nurses. This mode of 
education cannot be allowed to 
become a dead-end street. The 
woman who, for whatever reason, 
has attended a hospital school and 
who wishes to make nursing her 
lifetime career must have ample 
opportunity—and help—to pro- 
gress up the educational ladder. 
To deny this is to create a second 
class citizen status which will pre- 
vent recruitment of the calibre of 
women we need in nursing. Fed- 
eral traineeship programs have 
helped, but of the funds expended 
to date only 25 per cent have been 
used to help the 91.5 per cent of 
nurses with no degree. Either new 
legislation or the redesigning of 
existing legislation is urgently 
needed to assist these nurses. 

@ Post baccalaureate programs, 
with liberal scholarship assistance, 
will be made available to assist the 
increasing numbers of nurses who 
will elect to continue their careers 
in specialized fields. 

Detailed study in this area can 
be found in three articles pub- 
lished in this journal—two by 
Snoke and Ogrean® and one by 
West and Crosby.!9 A new text by 
Lambertsen!! is equally important 
to anyone interested in the prob- 
lem. 

CONCLUSIONS 
1. The need for scientists and ad- 
ministrators will continue to grow 
in nursing as in other fields. 
2. The hospital will continue to be 
the laboratory of nursing edu- 
cation. 
3. The hospital school is an es- 
sential element in nursing educa- 
tion. It will be steadily improved 
and strengthened. This belief is 
not held only by doctors arid hos- 
pital administrators’ but is shared 
by the National League for Nurs- 
ing. 
4. Much remains to be done to 

- (Continued on page 102) 
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HOSPITAL admin- 
istrator has been 
characterized as a gen- 
eralist in a sea of spe- 
Cialists. He carries out 
basic administrative 
functions in highly spe- 
cialized areas which he 
probably understands 
poorly if at all. 

Most hospitals oper- 
ate departments rang- 
ing from mass feeding 
to surgical pathology. 
The administrator, who 
may not be able to boil 
water successfully and 
who may well think 
that a cuboidal cell is 
a clique of modern artists, finds 
himself responsible for exercising 
the functions of command, coordi- 
nation, and control with respect to 
all of these activities. 

Yet, the hospital as we know it 
is essential to the practice of the 
healing arts. If hospitals are to be 
organized, therefore, they must, by 
definition, have administration. No 
matter where we turn, we will not 
find the individual who is an ex- 
pert in all the myriad functions 
which present-day hospitals are 
called upon to perform. 

If administration is to be suc- 
cessfully carried out in this kind 
of situation, then, it is important 
that we neither underestimate 
nor overestimate the significance 
of these highly specialized activi- 
ties. While specialization sets a def- 
inite limit to the degree to which 
the administrator can interfere in 
these activities, the thing that 
makes administration possible at 
all is that the activities—no matter 
how specialized—are carried out 


Richard D. Wittrup. is administrator, 
University Hospital, University of Ken- 
tucky, Lexington. 
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HOW DOES AN 
ADMINISTRATOR 
ADMINISTRATE? 


by RICHARD D. WITTRUP 


Organizational principles are not 
based on the kind-of activity involved, 
states the author, as much as on the 
human beings involved and the practi- 
cal facts of organizational function- 
ing. He discusses why such principles 
apply as well to hospitals as to other 
organizations and how the adminis- 
trator can help put the principles to 
work. 


by people. And, the activities of 
people is what administration is 
primarily about. 

The principles* of organization 
are also about people. For this 
reason, each of these principles— 
such as the equating of authority 
and responsibility, the establish- 


ment of clear lines of communi- 


*Herbert Simons, in his book, Adminis- 
trative Behavior, convincingly presents the 
point of view that it is improper to use 
the word “principles” as it is used in this 
paper. His argument is too intricate to be 
easily summarized here. Since the con- 
clusions of this paper would not be ma- 
terially affected by the qualifications 
which would be necessary to accommo- 
date Mr. Simons’ valid points, and since 
the insertion of these qualifications would 
make the paper unduly tedious, the word 
“principles” has been used and appropriate 
apologies are hereby tendered. 


cation and accountabil- 
ity, the practical limits 
to the span of control, 
and the centralization 
of ultimate authority— 
is as applicable to the 


hospital as it is any- 
where else. These prin- 
ciples are not based on 
the kind of activity in- 
volved but rather on the 
way the human animal 
behaves and the prac- 
tical facts of organiza- 
tional functioning. 

We are fond of say- 
ing that hospitals are 
different from any other 
form of organization. To 
an extent this is true. To deduce 
from this that the principles of or- 
ganization do not apply to hospi- 
tals, however, would not seem to 
be in order. The fact that this de- 
duction is often made is due partly 
to our propensity to rationalize sit- 
uations which we have not been 
able to handle, and partly to a 
misunderstanding as to what a 
principle is and how it is applied. 

For example, it is a generally 
accepted organizational principle, 
that clear lines of authority should 
run from the final authority to all 
other individuals in the organi- 
zation. This principal does not 
apply exclusively to hospitals or, 
for that matter, to any other spe- 
cific kind of organization. It applies 
to organizations in general. Yet 
there is a tendency to fuzz up the 
line of authority in hospitals on 
the grounds that hospitals are 
different. Actually, we would have 
to say either that the principle is 
not good or that people who work 
in hospitals are different from 
people who work in other kinds of 
organizations. To deviate from the 
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principle on the grounds that the 
function of the hospital is different 
is not relevant since the principle 
applies to people, not functions. 

Perhaps a good example of situ- 
ations which we like to say make 
the hospital “different” is the 
operating room nurse. Because 
that nurse is under the authority 
of the surgeon while surgery is 
under way but is also the general 
supervisory jurisdiction of the 
operating room supervisor, we are 
prone to say that the clear line of 
authority is not possible. 

The principle does not mean, 
however, that the line of authority 
can not be multiple, only rather, 
that it should be clear. There is a 
difference. Of course, when indi- 
viduals receive conflicting instruc- 
tions from alternate sources of 
authority they are either frus- 
trated, and therefore ineffective, or 
they use the conflict as a lever to 
exercise more influence in the 
situation than is good for the 
organization. If, however, a clear 
understanding exists as to when, 
and under what conditions, the 
operating room nurse takes her 
orders from the surgeon and when 
and under what conditions she 
takes them from the operating 
room supervisor, the principle ap- 
plies as well in the operating room 
as in the machine shop. 

Further, conditions can be de- 
fined such a way as to minimize 
the possibility of the nurse being 
subjected to conflicting instruc- 
tions. It is at this point that the 
administrator can make his con- 
tribution, even though he makes 
no pretense of being competent in 
either nursing or surgery. He will 
not sit in his office and issue edicts 
about what the conditions should 
be. Neither will he dogmatically 
take arbitrary positions. He will, 
however, see to it that the surgeon 
and the operating room supervisor 
consider the question and he will 
make every effort to get them to 
agree on an arrangement which he 
believes to be workable. Further, 
he will bring to the situation his 
own skills in organization and the 
benefit of his training and experi- 
ence. He will ask questions, lots of 
them, and he will be surprised, 
after a while, at his ability to re- 
duce a complicate problem to its 
basic elements in this way. He will 
also be surprised at his ability to 
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this person possess 


identify these basic elements, even 
through he may be barely conver- 
sant with the professional specialty 
involved. He will also learn to 
ascertain whether the professional 
person involved is being reason- 


able or unreasonable, again by 


asking questions. 
| THE MARK OF SKILL 


Often, he will find himself going 
along with arrangements he does 
not feel will work. He must do 
this because there is a distinct 
limit, as we have previously stated, 
to the extent to which he can 
interfere in professional areas. It 
is the mark of his skill that he 
knows where this limit is. If he is 
smart, he will not be caught mak- 
ing decisions which are outside the 
area of his competence since in so 
doing he not only runs the risk of 
playing the fool, he also harms the 
organization and prevents it from 
achieving its objectives. | 

We can conclude, then, that the 
principles of organization and ad- 
ministration are as applicable in 
the hospital as they are in other 
forms of enterprise. The very con- 
cept of formal organization, how- 
ever, is a kind of abstraction and 
the principles of organization are 
also abstractions and must be con- 
sidered as such. It’s probably a 


- good thing that this is true be- 


cause if we could form a perfect 
organization based on these princi- 
ples, there would be little if any 
need for us administrators. 

We know that the principles of 
organization are abstractions be- 
cause they say nothing about the 
competence or motivation of the 
persons who occupy the positions 
so neatly described on the organi- 
zational chart. This is the reason 
why the position of the adminis- 
trator is necessary. 


TO TRAIN OR TO FIRE 


Let’s consider first the matter of 
competence. Obviously, a depart- 
ment which carries out a highly 
specialized function must be 
headed by a person who claims 
some competence in that function. 
Beyond that, it is essential, if the 
department is to run well, that 
some 
management skills. This, to para- 
phrase Hamlet, is the rub. We have 
already said that there is a limit 
to the degree to which the admin- 


istrator can interfere in_ these 
functions since he professes no 
competence in them. This means, 


' then, that the administrator can- 


not run these departments himself, 
even if he had the time, which he 
usually doesn’t. If he ends up with 
a department head who can’t run 
the department either, what will 
he do? 

He can presumably fire such a 
person, although this is a lot easier 
to say than it is to do and it in- 
volves the risk that he will end up 
with someone even less competent. 
He can try to run the department 
himself but he will soon learn that 
the principles of organization were 
right after all and he will find that 
he has assumed more _ responsi- 
bility than he can handle. Most 
department heads, no matter how 
poor they may be, can run their 
departments better than the ad- 
ministrator. can, no matter how 
good he is. 

The other alternative, and one 
which is used less than it should 
be, is training. There are admit- 
tedly some people who have no 
aptitude for management and re- 
placement is the only solution. The 
majority of weak department 
heads, however, are weak because 
they do not understand their jobs 
or because they don’t know what 
is expected of them. It is easy for 
the administrator who has been 
brought up in administration to 
assume that department heads 
know as much about adminis- 
tration as he does. 

The administrator also has a 
responsibility to speak frankly 
with department heads and others 
whenever the management. func- 
tion is not being adequately carried 
out. 

This is much easier to say than 
it is to do. Each administrator 
probably has at least one unhappy 
situation in the hospital about 
which he has not spoken to the 
department head involved. Wish- 
ing to avoid what seems like an 
unpleasant discussion, he keeps his 
displeasure to himself. Meanwhile, 
the department head either pro- 
ceeds blissfully on the assumption 
that everything is fine, or else he 
suspects that something is wrong 
but doesn’t know what. 

The result of allowing such a 
situation to go unresolved is al- 
most always negative. If the ad- 
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ministrator has enough human 
relations skill, and if he has de- 
voloped the proper relationships 
with department heads, there is no 
reason why a frank discussion 
should be avoided. If the dis- 
cussion is open and calm, a con- 
ference will almost always disclose 
a genuine desire on the part of 
the department head to cooperate 
and correct shortcomings in per- 
formance. The key here is frank- 
ness and an ability to discuss 
calmly. Beating around the bush 
or displays of emotion seldom, if 
ever, get the job done. 


THIS THING CALLED MOTIVATION 


So much for the. matter of com- 
petence. How about this thing we 
call motivation? We can assume 
that most people have a basic de- 
sire to cooperate with the organi- 
zation of which they are a part. 
This kind of conscientiousness is 
deeply engrained in our culture. 
That we are a well disciplined 
people is evidenced by our re- 
markable progress and there is 
little if any evidence which points 
to organizational disloyalty of any 
consequence. 

We do have something of a pe- 
culiar problem in hospitals, how- 
ever. These heads of specialized 
departments of which we have 
been speaking have what we might 
call a dual indentification. They 
are at one and the same time 
members of the hospital organi- 
zation and members of a partic- 
ular profession. This often results 
in a situation in which the de- 
partment head considers his job 
to be one of representing the de- 
partment to hospital adminis- 
tration rather than one of repre- 
senting hospital admiaistration to 
the department. There is a difver- 
ence. Unless management person- 
nel at the department head level 
look upon their management ob- 
jectives as being consistent with 
those of the institution as a whole, 
it will be impossible for the organ- 
ization to function smoothly or for 
the institutional objectives to be 
achieved.’ 

Here again, the remedy would 
seem to be found partly in edu- 
cation. The department head can- 
not contribute to institutional ob- 
jectives unless he knows what 
they are. Further, it just may be 
that no one ever told the depart- 
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ment heads that they were ex- 
pected to represent hospital ad- 
ministration to the department. 
Simply telling may not be 
enough, however. Department 
heads will not act like management 
people unless they feel like man- 
agement people. And they will not 
feel like management people un- 
less they are permitted to partici- 
pate in policy decisions and in the 
solution of management problems. 
This is why well run department 
heads meetings are essential. On 
these occasions, as well as on 


others, the hospital administrator 


should take the opportunity to dis- 
cuss Management problems with 
department heads and invite their 
help in solving them. It is some- 
times surprising to watch the vigor 


-with which a management person 


will enforce a policy which he or 
she helped formulate. If, on the 


other hand, the person was not 


consulted, it is not very realistic 
to expect that the policy will be 


IT DOESN'T 
PAY TO BE LATE 


Doctors at Presby- 
terian Hospital, San 
Juan, P.R., are now 
subject to penalties 
for failure to complete 


received with great enthusiasm. 
Another essential element in the 
development of this management 
attitude is the practice of keeping 
department heads as fully in- 
formed as possible. It is true that 
we often get in trouble by talking 
too much and we can easily de- 
velop a tendency to play it close 
to the belt, not turning loose any | 
more information than we can 
help. This may be a shortsighted 
approach, however, since depart- 
ment heads can hardly be expected 
to act like management people un- 
less they are“ in the inside’’, so to 
speak. If there is a problem with 
the trustees or the medical staff, 
for example, the administrator 
should consider carefully whether, 
in the long run, he does the hos- 
pital more harm than good by 
withholding this information from 
the department heads. This, of 
course, is a matter which requires 
fine judgment and there is no rule 
which applies in every situation. ® 


their medical records 
on time. Dr. Roberto 
J. Jimenez, the hospi- 


tal’s medical director, reports in a recent issue of Medical Economics 
that if the doctors do not complete their reports on patients dis- 
charged at noon on Friday by 8 a.m. Monday, one of the following 


administrative measures is taken: 


“1. Interns will remain in the hospitel during the week-end, 

- whether ‘off duty’ or ‘on duty,’ to accomplish this assignment. 
“2. Any record that is not completed by the above deadline will 
be lost to the intern. Those records will be assigned for completion 


. to other residents and interns . . 


. For every record uncom- 


pleted by the intern, one dollar will be deducted from his monthly 
allowance, and this amount will be given to the resident or intern 


who completes the record. . . 


“3. Any intern having more than 40 records uncompleted by the 
end of any month, these records having required assignment to 
others for completion, will not receive credit in the department 
assigned. He will be required to repeat the month in that department 
at the termination of his internship year. No monetary monthly allow- 


ance will be authorized for time being made up... . 
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by THOMAS M. TIERNEY 


HE PROBLEM of financing the 
health needs of the aged indi- 
gent has, in large part, been solved 
in Colorado. As part of its old-age 
pension plan, the state has set aside 


$10 million of its tax revenues to 


provide a health care program for 
pensioners. This program is ad- 
ministered for the state by Colo- 
rado Blue Cross-Blue Shield. It 
is successfully providing health in- 
surance coverage for 54,000 per- 
sons. 

In a somewhat different pro- 
gram, state welfare funds also 
finance Blue Cross-Blue Shield 
coverage for 18,000 dependent chil- 
dren and may soon include 6000 
adults who participate in the Aid 
to Dependent Children Program. 
These programs have not blos- 
somed overnight. Their inception 
can be traced back to the middle 
thirties, when the citizens of Col- 
orado approved and adopted a con- 
stitutional amendment which cre- 
ated an old-age pension fund. This 
fund consisted of 85 per cent of all 
state excise taxes imposed in the 
form of sales taxes, use taxes, ciga- 
rette taxes, liquor taxes, license 
taxes of all sorts and inheritance 
taxes. The money was dovoted ex- 
~ Thomas M. Tierney is executive director, 
Colorado Hospital Service, Denver. 

This material is adapted from a paper 
presented at the 1958 meeting of the 


Maryland-D C.-Delaware Hospital Associ- 
ation. 
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In Colorado, tax revenues finance a 
health insurance program for 54,000 
old-age pensioners who receive bene- 
fits comparable to those available to 
Blue Cross-Blue Shield subscribers. 
The author traces the development of 
this program and a program for fi- 
nancing health needs of dependent 
children. Both of these state-wide pro- 
grams are administered by Blue Cross- 


Blue Shield. 


clusively to the payment of cash 
benefits to eligible old-age pen- 
sioners. Eligibility was established 
by a five-year residence in the 
state. The amendment also pro- 
vided an unusual mechanism for 
making annual distribution of all 
the cash that might accumulate in 
the fund. The pensioners were 


Colorado 


given a monthly guarantee of $100 
each from all sources, and at the 
end of the year, if there was any 
money left in the fund, a “jack- 
pot” payment was made, and the 
entire balance was distributed 
among eligible pensioners. 

Those who wrote the law in 
1936 had no anticipation of what 
would happen during the war and 
in the postwar era. They did not 
foresee that Colorado would be- 
come one of the fastest growing 
areas in the nation. Nor did they 
foresee that the funds available 
through the earmarking of 85 per 
cent of all state excise taxes would 
grow to aé_ staggering amount. 
Neither did they foresee that it 
would be almost impossible for the 
state’s general fund to provide 
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operating capital for all of the 
State’s activities out of the remain- 
ing 15 per cent of excise tax 
revenue. 

After the war, therefore, Colo- 
rado found itself in a very diffi- 
cult situation. It had little or no 
money to spend in an effort to keep 
pace with the tremendous popu- 
lation growth that occurred. It had 
a great deal of money to dispense, 
however, among the eligible pen- 
sioners of the state. It was obvious 
that a change had to be made, but 
sueh a change was difficult. 

In the first place there was a 
hard core of 54,000 pensioners, all 
of whom were eager to exercise 
their voting franchise to preserve 
the pension rights which had come 
their way. In addition to those 
actually on the rolls, there were 
sons, daughters, sisters, brothers, 
nieces, and nephews—all of whom 
were delighted to see their indi- 
vidual pensioners continue to en- 
joy the cash benefits of the pension 
program. 

It was apparent that if the state 
were to realize any of the revenues 
derived from its excise tax pro- 
gram, it would have to give to the 
pensioners something they felt was 
worthwhile in exchange for a ces- 
sation of the “jackpot” program, 
and in exchange for a release of 
the monopoly on tax revenues en- 
joyed by the pension fund. The only 
proposal which seemed attractive 
enough to accomplish this purpose 
was to provide these older citizens 
with an adequate health care pro- 
gram. In 1956, therefore, another 
amendment to the state consti- 
tution was approved. This amend- 
ment, in effect, guaranteed each 
pensioner a cash income of $100 
a month. It also provided that after 
the payment of such pensions from 
tax revenues, the sum of $5 mil- 
lion would be allowed to accumu- 
late in a stabilizing fund, and that 
the next $10 million of tax reve- 
nues would be set aside in a fund 
to provide a health care program 
for the eligible pensioners in the 
state. All money derived from ex- 
cise taxes over and above that re- 
quired to meet these first three 
priorities was then to go into the 
general fund of the state to be 
available for appropriation by the 
legislature for other government 
purposes. 


As soon as the amendment 
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passed, funds began to accumulate 
for the provision. of a health pro- 
gram. As in most such govern- 
mental undertakings, various com- 
missions, committees, sub-commit- 
tees, citizens advisory groups, and 
other bodies sprang into being and 
began to draw up plans and speci- 
fications for the distribution of the 
health program dollars. First, it 
was felt that the state should 
create its own administrative or- 
ganization. This organization 
would establish fee schedules for 
the medical profession. It would 
establish reimbursement formulas 
for voluntary hospitals, and regu- 
late also the amount, type and 
quality of health care that pen- 
sioners were to receive. | 

It is easy to imagine the objec- 
tions inspired by this approach. 
Both doctors and hospitals had no 
desire to be dictated to as to the 
services they were to render, or 
the costs that were to be thereby 
incurred. 


PHYSICIAN PANEL PROPOSED 


Other suggestions were made. 
One involved a closed panel of 
doctors to be selected by the state 
to provide medical service. A plan 
of erecting and operating state- 
owned hospitals for the sole pur- 
pose of taking care of the aged 
was also proposed. Estimated ad- 
ministrative expenses of these 
types of programs ranged from a 
low of 8 per cent to a high of 15 
per cent, exclusive of capital ex- 
penditures involved in some of the 
more extreme suggestions. 

Some of the counties, particu- 
larly those in which there were 
large metropolitan centers, wanted 
a proportionate distribution of the 
fund for self-administration. Some 
counties already had tax-supported 
hospitals. In other counties, con- 
tracts had been entered into with 
private voluntary hospitals. in 
which 100 per cent of billings were 
paid. In contiguous counties, the 
county was paying as little as $6a 
day for the care of welfare partici- 
pants, including old-age pen- 
sioners. 

The state government, however, 
withstood the demands of the 
counties for independent oper- 
ations. Those who were charged 
with the responsibility of selecting 
a program withstood the political 
pressures for the creation of bu- 


reaus of administration. And, 
finally, the state-wide Blue Cross- 
Blue Shield plans were engaged to 
administer the program. 

Because administrative facilities 
and hospital and participating 
physician contracts were already 
established and operating for more 
than 38 per cent of the people in 
Colorado, it was possible for the 
state to get this program into full 
operation within three months 
after the money first became avail- 
able. 

Today, 54,000 aged persons par- 
ticipate in this program. The bene- 
fits follow the pattern of benefits 
provided by the full semiprivate 
Blue Cross certificate and the Blue 
Shield benefit program, which was 
designed by the state medical 
society to provide coverage on a 
full service benefit basis to persons 
in the income bracket which em- 
bodies all of the pensioners. The 
pensioners, therefore, receive com- 
plete service benefit hospital cover- 
age under the terms of the member 
hospital contract, voluntarily en- 
tered into by every licensed gen- 
eral hospital in the state. They also 
enjoy full surgical coverage, and 
full inhospital medical coverage, 
provided on a service benefit basis 
by the medical profession. In ad- 
dition to these programs that 
Blue Cross administers, pensioners 
are also given nursing home care 
following acute hospitalization, 
and, through Blue Shield admin- 
istration, medical care in the nurs- 
ing homes. _ 


THREE FACTS EQUAL SUCCESS 


Perhaps the most significant re- 
sult of the program to date is 
that the pensioners seem satisfied 
with the benefits that have been 
made available to them. Secondly, 
the hospitals and doctors of the 
state are receiving reimbursements 
which they themselves designed 
and agreed to. The third factor of 
tremendous significance is that, to 
date, the costs of administering the 
hospitalization program have 
amounted to approximately eight- 
tenths of one per cent of the funds 
expended for care—so the state, 
too, seems satisified. In Colorado, ° 
these three facts add up to a con- 
clusion that the program is a suc- 
cess. 

The health field is now especi- 
ally interested in statistics con- 


cerning costs of care for the aged. 
The Colorado program, as it ma- 
tures, should be the source of some 
significant expense figures since it 
is large enough to provide a fairly 
decent cross-section sample in this 
regard. 

To date, over-all figures from 
the year-old program substantiate 
those compiled in the past: persons 
over 65 incur average hospital 
stays approximately twice the 
length of those incurred by the 
younger population, and their care 
costs are roughly double those of 
the younger group. Of admissions 
through September 1958, 65 per 
cent have been medical admissions 
while only 35 per cent have been 
surgical cases. Of the medical ad- 
missions, the largest single diag- 
nostic condition is arteriosclerotic 
heart disease, which represents 
more than 20 per cent of all cases 
admitted. The second leading cate- 
gory is cerebral hemorrhage; the 
third, diabetes; the fourth, bron- 
cho-pneumonia, and the fifth, 
gastro-intestional disorders. Of the 
surgical admissions, by far the 
largest number involved hernia of 
the abdominal cavity. The second 
largest category was hyperplasis 
of the prostate gland, and the 
third involved hip fractures. This 
latter category has the longest 
average length of stay totaling 
24.8 days. Because of the number 
of the latter cases, the average in- 
patient surgical length of stay is 
14.4 days, while the average medi- 
cal inpatient length of stay is only 
11.2 days. 


MEDICAL COSTS LOW 


The over-all average length of 
stay to date has been 11.31 days, 
and the over-all average case cost 
for hospitalization has been 
$226.07. Average cost per claim for 
medical-surgical services has been 
a suprisingly low figure of $37.31. 
Added to these actual costs is the 
service charge of $2 per claim, 
which Blue Cross-Blue Shield re- 
ceives for administering the pro- 
gram. 


On a very broad scale basis then, . 


this is how Colorado takes care of 
the medical needs of the aged indi- 
gent. Before discussing the phi- 
losophy involved in the program, I 
would like to outiine generally 
Blue Cross participation in other 
Colorado welfare programs. 
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In Colorado, some 18,000 chil- 
dren participate in the aid to de- 
pendent children program. In 1956 
the federal government made 
funds available to the states, on a 
maching basis, to be utilized in 
providing uniform health care for 
these welfare participants. This 
program differs somewhat from 
the old-age pension program in 
that there is county participation 
in the expenses of the program. It 
is, therefore, impracticable for all 
of the various counties and the 
state to operate on any kind of a 
cost-plus basis. A problem similar 


to the one involving the pensioners. 


existed in the state. Some counties 
had their own hospitals which pro- 
vided care to these children on a 
cost basis. In some counties, the 
hospitals were receiving 100 per 
cent of charges for the care of 
these children, and in other coun- 
ties the hospitals were receiving 
much less than the costs involved. 

The state welfare department 
wanted two basic objectives ac- 
complished. First, it wanted a 
uniform pattern of health bene- 
fits across the entire state. Sec- 
ondly, it wanted each county to 
spend equal amounts for each 
child’s health care to eliminate the 
tremendous variations in expense 
involved in existing. situations. 
Again, they turned to Blue Cross 
and Blue Shield in an effort to 
take full advantage of its adminis- 
trative facilities and existing 
agreements with the voluntary 
hospitals and the medical pro- 
fession. They approached Blue 
Cross-Blue Shield on the basis of 
its underwriting the hospital and 
medical-surgical costs involved, 
rather than simply administering 
them on a cost reimbursement 
basis. Blue Cross-Blue _ Shield, 
therefore, has these 18,000 chil- 
dren enrolled as members. The 
6000 adults who participate in the 
program (most of whom, of course, 
are mothers) are scheduled to be 
enrolled in the program this spring. 

The cost of the program to the 
federal government, the state, and 
the county is $4.50 per month 
for hospitalization for each family 
unit—there being an average of 
thre® children in each unit—and 
$1.45 a month per family unit for 
medical-surgical care. For these 
minimum amounts, all of the chil- 
dren in the state receive identical 


benefits. They continue to enjoy 
the privilege of free choice of 
physician and free selection of hos- 
pital facilities, without being in 
any way relegated to a second- 
class citizenship status by being 
required to seek the services of 
certain designated doctors or the 
facilities of certain designated hos- 
pitals. 

This program is.now more than 
a year old. Experience to date 
again demonstrates, I believe, that 
the utilization by state agencies of 
hospitals’ own prepayment plan 
and the medical society’s own pre- 


payment plan results not only in 


over-all economy of tax money 
but also in the recognition and 
preservation of the basic human 
dignity of the unfortunate persons 
involved. 


CRITICISMS AND CHANGING TIMES 


There are those in Colorado who 
disagree with Blue Cross partici- 
pation in these public programs. 
They feel that Blue Cross is 
furthering the cause of compulsory 
health insurance or _ socialized 
medicine. There are those who say 
that Blue Cross administation of 
the old-age pension program con- 


stitutes endorsement of the philos- 


ophies involved in legislation such 
as the Forand Bill. There are also 
those who say that medicine was 
not practiced this way in the 
‘twenties or in the ‘thirties, and 
hospital prepayment dues were 
not supplied by federal or state 


governments in those eras, and 
that we should maintain that 
status quo. 


Those of us who are closely as- 
sociated with health care and its 
financing must, I believe, come to 
the realization that a debate over 
the latter question is interesting 
and significant only from an aca- 
demic point of view. The facts are 
that the “status quo” no longer 
exists. Not only have times 
changed, but the role of voluntary 
hospitals has changed. The method 
of practicing modern medicine has 
changed. The economic structure 
of our society has changed. And 
the desires and demands of all 
segments of our population for 
adequate basic health care have 
changed. These health care funds 
have been established. The only 


(Continued on page 102) 
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GETTING THE 
VOLUNTEER PROGRAM 
OFF T0 A G00D 


HIS DISCUSSION deals directly 

with that group of auxiliary 
members whose purpose is service 
within the hospital. These auxiliary 
members are referred to as hos- 
pital volunteers. Use of the word 
volunteers is considerably more 
meaningful than auxiliary worker 
since it includes people who may 
be trained in services which can 
be used in the hospital but who do 
not want to join the auxiliary as 
such. 

There is no more effective meth- 
od of recruitment of volunteers 
than by an organized program 
sponsored by the hospital and en- 
couraged by the formation of a 
hospital auxiliary. In _ fact; in 
some areas it would be nearly 
impossible to recruit volunteers 
without the support of an auxili- 


Mrs. William H. Botts serves in a volun- 
teer capacity on the Council for Hospital 
Auxiliaries and Volunteers of the South 
Carolina Hospital Association. 
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The most effective method of re- 
cruitment of volunteers is by an or- 
ganized program sponsored by the 
hospital and encouraged by the forma- 
tion of a hospital auxiliary, the author 
states in this discussion of the basic 
essentials of a successful volunteer 
program. 


ary. The enthusiasm and inspira- 
tion of the leaders of a new auxil- 
iary who are, of course, leaders in 
the community as well, seems to 
sweep contagiously through the 
community providing a reservoir 
of interested persons. A fact, how- 
ever, that should not be overlooked 
is that capable and eager volun- 
teers should not be turned down 
for a volunteer service because 
they are unaffiliated with the 
woman’s auxiliary. An effective 
program can combine these two 
resourees of volunteers for har- 
monious hospital service. 
Organizing an auxiliary is no 


by MRS. WILLIAM H. BOTTS 


small task. Integrating the auxil- 
lary into an effective working re- 
lationship in the hospital is eve 
more challenging. 
The fact that the hospital gov- 
erning board and the hospital di- 
rector may want and need an 
auxiliary is not enough. Immediate 
action must be taken to prepare 
the entire hospital staff for the in- 
doctrination of volunteer workers. 
In many situations the director and 
governing board want a volunteer 
program before the staff is ready. 
When this happens, it is impera- 
tive to employ or, if employment 
is not financially feasible, to ob- 
tain from volunteer resources, a 
director of volunteer services. This 
person must be directly responsi- 
ble to the director of the hospital 
and will coordinate the activities 
of the auxiliary and all volunteers 
within the hospital. Even though 
the hospital director supervises the 
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over-all program, it is not possible 
for him to attend to the thousands 
of minute details which inevitably 
arise with an organization of vol- 
unteers. He must have an interme- 
diary agent to interpret the hos- 
pital to the volunteers and the 
volunteers to the hospital. The im- 
portance of this position within the 
structure of the hospital auxiliary 
program cannot be overempha- 
sized. Whether the job is done by 
a paid employee or a volunteer, 
the important thing is that the job 
must be done by someone. 


STAFF ORIENTATION 


The director of volunteer serv- 
ices employed in this early stage 
of organization can be of immeas- 
urable value in orienting the hos- 
pital staff which is of primary im- 
portance in insuring the future 
success of the auxiliary program. 
Every effort should be made to 
help the ‘employee understand the 
reasons which motivate persons to 
give volunteer service. 

Employees should recognize that 
volunteers have a genuine desire 
to help and do not jeopardize the 
position of the paid worker. They 
should recognize that a volunteer’s 
first responsibility is to her family, 
her job or something other than 
her volunteer activity at the hos- 
pital, and in cases of emergencies, 
her work at the hospital will be 
secondary. This is a basic principle 
of the philosophy of volunteer 
service and one to which the hos- 
pital staff should be oriented. 

Hospital employees should re- 
alize that volunteer workers must 
not be taken for granted. They 
have chosen to spend their time 
performing a service to the hospi- 
tal when they could be doing any 
number of things for pleasure or 
profit. That service undoubtedly 
gives them satisfaction or they 
would not have made the choice. 
Hospital employees should recog- 
nize the value of the things that 
the volunteer may have given up 
to perform this service. 

Volunteers need to be accepted 
to be able to do a good job. They 
need to feel that they belong and 
that they are respected. There is 
no problem of staff attitudes where 
an auxiliary volunteer program has 
been active long enough to prove 
its worth, but this problem may 
develop with a new auxiliary. 
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The training program for the 
hospital staff is even more impor- 
tant than the training of the new 
volunteer workers. The impression 
made by the hospital employee on 
the new volunteer is long-lasting 
and may transfer to the volunteer’s 
total impression of the hospital. 


THE VOLUNTEER PROGRAM 


In addition to staff orientation, 
a program should be prepared for 
the first enthusiastic volunteers en- 
tering the hospital in their new 
status. Each volunteer (1) should 
be interviewed, (2) be given de- 
scriptions of jobs, and (3) fill out 
an application and time schedule. 
These details may seem small but 
they enable a volunteer to be 
placed in a job according to her in- 
terests and abilities. Jobs for vol- 
unteers should be worth doing and 
necessary. These jobs must be 
ready and waiting. The original 
enthusiasm may be lost if the hos- 
pital volunteer finds there is no 
planned program or schedule for 
them. 

There is tremendous need for 
preparation for the volunteers— 
preparation that will take time, 
thought and energy. 

The volunteer should recognize 
that no matter what her job, there 
may be busy and slack periods in 
her work. Some tasks, although 
necessary, may require less than 
her degree of skill and education. 
Nevertheless, she should under- 
stand that her service releases the 
professional or full-time workers 
from many extra duties and per- 
mits them to give greater atten- 
tion to the medical needs of the 
patients. 

The volunteer should also un- 
derstand that she is expected to 
be regular in reporting for duty 
and should report as soon as pos- 
sible any reason for being unable 
to be at the hospital on an as- 
signed duty day. Personal illness, 
family obligations and _ vacation 
should be acceptable reasons for 
being excused. 

Regulations and information 
concerning the volunteer services 
should be distributed when volun- 
teers enroll. The booklet should be 
read and studied before reporting 
for their first duty day. The volun- 


_ teer should be oriented to the rou- 
tines of the service in which she - 


will participate, either by the de- 


partment head for whom she will 
work, or by an experienced volun- 
teer. She should observe and up- 
hold all the rules and regulations 
of the department in which she is 
working. A probation period should 
also be established before the vol- 
unteer is finally accepted. 

Assuring a properly integrated 
service program for a new auxil- 
iary begins simultaneously with 
the first steps of auxiliary organi- 
zation. The orientation of the staff 
and preparations for the volun- 
teer worker can be worked out 
smoothly by a competent director 
of volunteers within the hospital 
while the auxiliary gathers mo- 
mentum in the community. The 
director of volunteers will also be 


‘recognized as necessary to the new 


organization by auxiliary members 
as well as the hospital staff. 

Preliminary preparation within 
the hospital can ward off an influx 
of irate auxiliary volunteers and 
frustrated hospital employees dur- 
ing the first several months of 
auxiliary operation in a hospital. 

In summary, these points should 
be emphasized: 

1. The auxiliary is established to 
assist the hospital in the achieve- 
ment of the hospital’s purpose. 

2. The auxiliary is but one of 
a number of formally organized 
groups who would like to render 
assistance to the hospital. 

3. All of these groups may be 
categorized as “‘volunteers’’. Their 
efforts should be directed and co- 
ordinated by a paid or volunteer 
director of volunteers. 

4. Both the volunteers’ and 
the hospital employees must be 


oriented to the program of volun- 


teer services. 

5. There must be a real need 
and a fulfilling task to be per- 
formed otherwise there may be a 
loss of interest on the part of both 
the volunteer and the hospital. 

6. Control must be exercised 
over the volunteers by the depart- 
ment head and by the director of 
volunteers. Authority must be 
granted to the director of volun- 
teers in order to properly control 
the program. 

Successful auxiliaries are of im- 
measurable benefit and in some 
cases indispensable in hospitals. 
The hospital, however, must take 
the initiative in administering and 
controlling the program. s 
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HEALTH INSURANCE 


_ SPITE of the more than 121 
million individuals in the 
‘United States who have some form 
of hospital insurance,! only a com- 
paratively few patients have cov- 
erage for mental illness. Many 
hospital administrators have ques- 
tioned why psychiatric conditions 
in the general hospital cannot be 
covered by the prepayment plans 
on the same basis as other illnesses. 

In 1954, the American Psychi- 
atric Association’s Ad Hoc Com- 
mittee on the Economic Aspects of 
Psychiatry reported that “the ob- 
vious discrimination against psy- 
chiatric patients and their physi- 
cians has many repercussions. It 
discourages psychiatric consulta- 
tion because this might lead to a 
psychiatric diagnosis. In many 
states, such a diagnosis immediate- 
ly would terminate all benefits. It 
allows money to be squandered on 
unnecessary laboratory and x-ray 
studies, because the policy pays 
for those, but discourages psy- 
chiatric advice or care. It runs 
counter to the trend of accepting 
emotional disease as no more stig- 
matic than organic disease.’ 

A well-known psychiatrist re- 
cently stated: ‘‘Voluntary health 
insurance is here to stay, and if 
psychiatry wants to be a part of 
medical practice, we ought to be 
part of this enterprise.’ With the 
increasing number of psychiatric 
patients seeking medical care in 
the general hospital, the difficul- 
ties in extending prepaid medical 


Thomas P. Weil was S. S. Goldwater 
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Sinai Hospital, New York, at the time 
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graduate student in public health eco- 
nomics, University of Michigan, Ann Ar- 
bor 
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It is actuarially possible for prepay- 
ment plans to extend short-term hos- 
pitalization benefits for mental ill- 
ness, states the author. He reaches this 
conclusion after summarizing the ex- 
perience of both Blue Cross-Blue 
Shield plans and commercial carriers 
when extending such coverage. 


care coverage for mental illness 
should be of interest not only to 
the psychiatrist, but to the ad- 
ministrators of every general and 
mental hospital in the United 
States. 


BLUE CROSS AND BLUE SHIELD PLANS 


Some Blue Cross and Blue Shield 
plans give full coverage for men- 
tal illness, while others extend 
limited or no benefits. According 
to a recent survey,’ only 30 per 
cent of the Blue Cross plans extend 
benefits for mental cases in gen- 
eral hospitals with the same cov- 
erage as is provided for general 
illness. The remainder extend less 
or no coverage. Eighteen Blue 
Cross plans provide no coverage 
in a general hospital; 3 plans un- 
til diagnosed as a mental illness; 
27 plans from 20 to 30 days in a 
hospital; and only 29 plans give 
more extensive inpatient coverage. 
As of January 1957, 51 of the 80 
Blue Cross plans provided some 
coverage for alcoholism, 54 plans 
for drug addiction, and 74 for self- 
inflicted injuries. Benefits are us- 
ually drastically reduced if the 
emotional illness is treated in a 
mental institution. Blue Cross cov- 
erage has made definite progress 
when one considers that a decade 
ago, only 5 of the 81 plans ex- 
tended benefits for mental illness 


MENTA 
ILLNESS 
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up to 31 days in a general hospital. 

Only 33 of the 64 Blue Shield 
plans cover mental and nervous 
illness on the same basis as all 
other conditions.5 Twenty-one 
plans totally exclude these con- 
ditions, and the remaining ten 
provide limited benefits. Of the 64 
Blue Shield plans, 39 extend cov- 
erage for alcoholism, 42 for drug 
addiction, 43 for nervous and men- 
tal conditions, and 54 for self- 
inflicted injuries. summary, 
some Blue Shield agencies pres- 
ently extend benefits for mental 
illness, while other plans have de- 
cided, for reasons which will be 
discussed later, not to give any or 
very limited coverage for emo- 
tional disorders. 


COMMERCIAL INSURANCE COMPANIES 


The commercial insurance com- 
panies vary their individual and 
group policies from no benefits for 
mental illness to 80 per cent of all 
expenses above $50 to the maxi- 
mum of $10,000 in one calendar 
year. Of the 156 individual and 
family basic hospital expense poli- 
cies surveyed by the Bureau of 
Accident and Health Underwrit- 
ers,§ 46 plans excluded nervous or 
mental disease or disorders, 47 
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mental infirmity, and 52 insanity. 
In the individual and family major 
medical field, 6 of the 10 principal 
writers of this coverage include 
benefits for mental illness. Only 
2 of the 39 group major medical 
expense plans reviewed excluded 
nervous and mental disabilities 
which are not serious enough to 
require hospitalization.? 

Generally speaking, the policies 
underwritten by the commercial 
insurance Carriers provide the same 
coverage for all types of illnesses 
and make no distinction as to pri- 
vate or voluntary general or men- 
tal hospitals. Coverage is most 
often excluded from all govern- 
mental hospitals regardless of the 
diagnosis. The general tendency 
has been to reimburse a greater 
percentage of the expenses for 
psychiatric care if the patient is 
hospitalized or disabled than if 
being treated as a private ambu- 
latory patient. 


LACK OF COVERAGE EXPLAINED 


The reasons for the lack of cov- 
erage for mental illness are nu- 
merous. Some insurers feel that 
emotional illness is so common 
today that such benefits would 
bankrupt a prepayment plan. The 
inability of the prepayment plans 
in some localities to include psy- 
chiatric service as part of their 
benefits is due to the scarcity and 
high cost of this service. More- 
over, there is the difficulty of ter- 
minology. The prepaid medical 
care plans have stated that there 
is no actuarial basis on which the 


incidence of mental illness can be | 


calculated and therefore, there is 
no realistic way of determining 
premiums. 

Insurance officials say that they 
are eager to finance any type of 
service that the general public 
consistently demands and is will- 
ing to pay for.’ It is not the 
function of insurance, however, to 
develop patterns of care nor to 
control these patterns once devel- 
oped. Some insurance officials feel 
that the future of prepaid psychi- 
atric care is actually in the hands 
of the psychiatrist. 

How can a prepayment agency 
pay for an illness unless they know 
what the psychiatrist means? The 
commercial insurance underwrit- 
ers have found it extremely diffi- 
cult to determine the different 
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grades of mental illness. “Trying to 
evaluate a mental or nervous risk 
is not quite so exact as reading 
the bumps on your head, but al- 
most.”? To an insurance man, what 
is the difference between a minor 
nervous breakdown, mild anxiety, 
or a marked tension state? The 
insurance carriers feel that they 
can extend coverage for psychoses 
and psychoneuroses, but not for 
personality and character disor- 
ders. The psychiatrists will have 
to define disability, list the criteria 


psychoneurosis and psychop- 


athy for the underwriters of health 
coverage. 

Another problem facing the pre- 
payment plans is defining the word 
“recovery.” The patient with an 
appendectomy is operated upon 
and sent home in five or six days. 
How does the psychiatrist know 
that the patient has recovered 
from his emotional illness? 

Whereas a surgical operation 
can be written off with a single 
$225 payment, this would barely 
scratch the surface in covering the 
outpatient costs of a patient need- 
ing psychiatric care. The psychia- 
trist is unable to accept the $3, 
$4, and $5 Blue Shield fees as full 
reimbursement for services. 
This coverage is inherently diffi- 
cult to support by the insurance 
mechanism, because of the amount 
of time needed to see each patient 


and the fee structure for psychi- | 


atric care. 

In 1950, Bennett!® reviewed 500 
charts of patients admitted con- 
secutively to a general hospital. 
All had voluntary health insur- 
ance coverage. These charts showed 
that 10 per cent of the patients 
had definite emotional illnesses and 


were treated as having organic 


disturbances, and that another 5 
per cent had minimum organic 
findings and needed psychiatric 
evaluation. The faulty procedures 
administered to these 500 patients 
in this study cost the insurance 
plans a total of $5,400. 

The suspicion which surrounds 
psychiatric diagnosis and the lack 
of coverage for such illness has 
made it necessary for physicians 
to disguise their terminology for 
psychosomatic disorders. The psy- 
chogenic backache has to be called 
a “slipped disk’’ and the spastic 
colitis has to be described as a 
disorder of the colon if the patient 


is not to forfeit his benefits. Un- 
doubtedly this obsessional fear of 
psychiatric illnesses actually has 
distorted the disease incidence 
rates of many hospitals through- 
out the United States. The ques- 
tion of whether the total premium 
cost for prepaid medical care cov-. 
erage would be drastically in- 
creased if coverage were extended 
to allow an etiological therapeutic 
approach for mental illness has 
been raised.! 


PREVIOUS EXPERIENCE 


‘On one hand, some feel that fur- 
ther studies and more data are 
needed before any definite con- 
clusions can be drawn. On the 
other hand, previous experiences 
with prepaid medical care cover- 
age for mental illness within the 
hospital show that such coverage 
is not as costly as many anticipate. 
A review? of the experience of the 
Kansas Blue Cross-Blue Shield 
plan, which covers mental illness 
in a voluntary or private hospital 
for 30 days, would seem to indi- 
cate that inpatient benefits for psy- 
chiatric care are insurable. Only 
2 per cent of the Blue Shield 
claims and 3 per cent of the Blue 
Cross expenses were reimburse- 
ments for psychiatric disorders. In 
the Kansas plan, 7 out of every 
1,000 subscribers benefit from Blue 
Cross’s coverage for hospital care 
for mental illness and 5% out of 
every 1,000 were reimbursed for 
psychiatric care as private ambu- 
latory patients. | 

The Cleveland Blue Cross plan 
offers benefits for “nervous and 


mental” cases up to 120 patient 


days and has maintained the cost 
at about one per cent of hospital 
claims of all types.!2 During the 
last decade the average length of 
stay for these patients has dropped 
from 37 to 24 days. In fact, there 
is no significant difference in the 
average length of stay in the pri- 
vate psychiatric hospitals as com- 
pared with the psychiatric wards 
in the nearby general hospitals. 
Based on a statistically reliable 
sample of the Prudential Insur- 
ance Company’s major medical 
claims cleared during the first 
three months of 1957, 2.5 per cent 
of the total claims were for treat- 
ment of mental illness within the 
hospital.!13 However, 4.3 per cent 
of the total was paid for ambula- 
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tory. psychiatric care. It is inter- 
esting to note that three times 
more money was paid out for de- 
pendents than for employees. 
The Royal-Liverpool\ Insurance 
Group extended coveragesfor men- 
tal illness for three years and “was 
hopelessly defeated because we 
apparently failed to provide an 
effective barrier against hypochon- 
_ driacs.”!4 As a result of the un- 
favorable experience in such areas 


as New York, Chicago, and the . 


Pacific Coast, the Royal-Liverpool 
was compelled to seek relief in 
the form of an exclusion, whereby 
no payment was made for a men- 
tal or nervous disorder or disease. 


PSYCHIATRIC POPULATION YOUNGER 


The average length of stay and 
diagnosis of the 243 patients dis- 
charged during 1955 and 1956 from 
the 22-bed psychiatric unit at New 
York’s Mount Sinai Hospital (1002 
beds), provides additional infor- 
mation as to whether prepaid 
medical care coverage for mental 
illness can be covered in the gen- 
eral hospital. Blain!® and Stein- 
berg!® have recently reported on 
this 22-bed unit and on the hos- 
pital’s large outpatient psychiatric 
service, started in 1946. 

The 243 patients discharged 


from the psychiatric unit at Mount. 


Sinai Hospital were studied retro- 
spectively. It was found that 47.7 
per cent of the psychiatric patients 
were between 20 and 39 years of 
age, in comparison to 33.4 per cent 
for the general-hospital population 
(Fig. 1, right). Excluding the 
0-9 age group, it appears that the 
psychiatric population is younger 
than the general hospital popula- 
tion. 

The average length of stay for 
all Mount Sinai Hospital patients 
during 1955 and 1956 was 12.1 
days. psychiatric patient, 
however, remained in the hospital 
on the average of 58.1 days (Fig. 
2, right). Part of this stay would 
appear to be insurable by a pre- 
payment plan. As the age of the 
patient increases, the average 
length of hospital stay for the 
psychiatric patient appears to de- 
cline, which is in almost direct 
contradiction to the trend for the 
general hospital population. Some 
of this difference can be explained 
by the older long-term psychiatric 
patient being transferred to a city 
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FIGURE 1 


Age and sex of patients discharged from the psychiatric unit at 
Mount Sinai Hospital during the calendar years 1955 and 1956. 


Per cent Per cent 

of psych- of general 
iatric pop- hospital 

Age Males Females Total ulation population’ 
10-19 10 18 28 11.4 7.3 
20-29 | 12 48 60 26.5 17.8 
30-39 8 a4 52 21.2 15.6 
40-49 16 31 47 18.2 13.2 
50-59 11 18 29 11.8 13.0 
60-69 6 12 18 a 13.5 
70-79 a 5 9 3.6 6.2 
67 176 243 100.0 100.0 
Per cent of males 27.6 (30.6 
Per cent of females 72.4 69.4 

“Ten per cent random sample of potients admitted to Mount Sinai Hospital during 1955. 


FIGURE 2 
Average length of hospital stay for the psychiatric patients dis- 
charged from Mount Sinai Hospital during the calendar years 
1955 and 1956. 


Average length Average length 
of hospital stay of hospital stay 


Number of Total for psychiatric for general hos- 
Age patients hospital days patient pital population* 
10-19 28 1306 46.5 10.7 
20-29 60 3861 64.4 9.2 
30-39 52 2885 55.5 9.7 
40-49 47 2941 62.6 10.0 
50-59 29 1380 47.6 14.1 
60-69 18 774 43.0 14.1 
70-79 9 482 53.5 17.8 
80 and over —_ _ —_ 15.3 

Total: 243 14129 58.1 


*Based on the patients discharged from Mount Sinai Hospital during July and August 1957. 
Source: Mrs. K. Burch, medical record librarion, Mount Sinai Hospital. 


FIGURE 3 


Average length of hospital stay for psychiatric patients at Mount 
Sinai Hospital by primary psychiatric diagnosis. 


Total Number of Average length 

Primary psychiatric diagnosis hospital days patients of hospital stay 
Schizophrenic disorders (300) * 3,588 56 64.0 
Other psychoses (301-6,8,9) 1,284 23 55.8 
Anxiety reaction(310) 380 13 29.2 
Hysteric reaction(311) 381 12 32.2 
Obsessive-compulsive 

reaction (313) 907 13 66.7 
Neuvrotic-depressive 

reaction (314) 1,669 40 41.6 
Psychonewrotic disorders (318) 705 15 47.0 
Other psychonewrotic disorders 

(312, 315, 317) 1,882 24 78.5 
Pathological personality (320) 1,251 23 54.3 
Character, behavior and 

intelligence disorders 

(321-2, 326) 415 eee 30.7 
Unknown 1,660 WW 150.9 

Total: 14,129 243 58.1 


*Sixth revision of the international lists of diseases and causes of death. 


47 


= 


hospital, due to the inability of the 
general hospital to care for this 
type of patient. 

Patients with the diagnosis of 
anxiety and hysteria’ reaction 
stayed relatively short periods of 
time in the hospital, while a pa- 
tient with a diagnosis of compul- 
sive-obsessive reaction or schizo- 


phrenic disorder remained for 
more than two months (Fig. 3, 
page 47). 


Data concerning age and aver- 
age length of hospital stay of the 
psychiatric patient population at 
Mount Sinai Hospital appear to 
be comparable to experience in 
other similar institutions.!7.18 
These figures, however, are atyp- 
ical of most state and private 
mental institutions, due to the 
type of patients admitted and the 
type of service rendered at Mount 
Sinai.'5.16 Sixty days of hospitali- 
zation benefits for patients with 
mental illness (which is actuari- 
ally calculable) would give a ma- 
jority of these patients in general 
hospitals full coverage. 

The above accrued experiences 
would seem to indicate that psy- 
chiatric illness could be covered 
by prepayment plans on the same 


‘States?! and 


basis as other illnesses. Extending 
benefits in a general hospital for 
acute mental conditions does not 
appear to offer any insurmount- 
able problems, but probably would 
result in additional premiums. 
Coverage outside the hospital, due 
to the lack of control, presently 
presents some unsolved problems. 


FACTORS TO CONSIDER | 


With the establishment of addi- 
tional psychiatric services at gen- 
eral voluntary hospitals and the 
closer integration of psychiatry 
and general medicine,!*?° prepaid 
medical care coverage for mental 
illness would “relieve the serious 
burden on psychiatric treatment 
and encourage wider use of gen- 
eral hospitals.”!° The Commission 
on Hospital Care in the United 
later the 1951-53 
Commission on Financing Hospital 
Care in the United States?2 em- 
phasized the need for additional 
facilities and personnel in the vol- 
untary hospitals for the treatment 
of mental patients not needing 
long-term care. If the voluntary 
hospitals are going to construct 
short-term psychiatric units, the 
prepaid medical care plans have 


the responsibility of attempting to 
extend broader coverage for men- 
tal illness. 

There is still the problem of 
the inadequate supply of psychia- 
trists, social workers, and psychi- 
atric nurses. Once sufficient funds 
are made available to purchase 
care, it is hoped that the increase 
of psychiatric personnel and fa- 
cilities will follow concurrently. 
The greater use of psychiatric and 
related mental hygiene services 
undoubtedly would result in better 
patient care, fewer hospital ad- 
missions, less laboratory work, 
and shorter hospital stays. 

Some of the most ardent oppo- 
nents of government support of 
medical care are the directors of 
the nonprofit and commercial in- 
surance plans. On occasion they 
have justified the exclusion of psy- 
chiatric disorders from their plans 
on the basis that state govern- 
ments support such facilities, and 
therefore, Blue Cross. and Blue 
Shield and the commercial under- 
writers need not do so. Since some 
cases of emotional illness are 
chronic, it is felt by a few that 
the average group simply cannot 

(Continued on page 103) 


The recent opening of a modern, five- 
story nurses dormitory at St. Luke’s Inter- 
national Hospital in Tokyo visibly mirrors 
the tremendous strides nursing and nursing 
education have made in Japan since the 
turn of the century. In the early 1900's 


NEW NURSES HOME IN TOKYO—A SYMBOL OF GROWTH AND CONTRASTS 


ing was founded in 1920 by the hospital 
founder, Dr. Rudolf Bolling Teusler, and 
Mrs. Alice St. John, a registered nurse from 
Canada. They introduced to Japan such 
concepts as the three-year nursing degree, 
the teaching of medicine and dietetics, and 


when nursing education was introduced in Japan, 
nurses lived in dorms with little privacy, as they 
were established and operated on the basis of 
the communal Japanese family home. 

This situation is in contrast to the new nurses 
dormitory which is designed for individual privacy 
for 130 resident nurses. Most of the rooms in the 
yellow stucco building are the double bedroom-study 
variety, furnished in modern decor. 

In this building of contrasts, there is also evidence 
of the mingling of cultures. There are several Ja- 
panese and western style common rooms, kitchen- 
ettes, two large Japanese baths and a number of 
reception rooms. (Traditionally shoes are worn in the 
hall but only slippers in the rooms.) 

St. Luke’s College of Nursing maintains a three- 
year collegiate training program and a fourth year 
of graduate Public Health Study. The school of nurs- 


a social relief program for outpatients. This latter 
program served as a prototype of today’s visiting 
nurse system in Tokyo. 

The school continued to progress, despite the dis- 
approval of many upper-class families who con- 
sidered schooling for their daughters both extremely 


luxurious and oftimes dangerous. Seven years after 


its founding, the school was awarded the rating of 
semmon gakko—special three-year junior college. 
The only other school of nursing to gain such rating 
is the Tokyo Red Cross School of Nursing, which 
was founded in 1946. | 

After a period of occupation following World 
War Il, St. Luke’s is once again in full operation. 
In addition to the new nurses’ dormitory, the hos- 
pital hopes to complete an outpatient wing during 
1959, when Japan commemorates the 100th anni- — 
versary of its reopening to Christianity. * 
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Introducing the 
fifth in a series of 


American Hospital 


Association monographs: 


\* INCREASING amount of phy- 
sicians’ private office practice 
is being conducted at nonprofit 


community hospitals. The trend 
began with the development of 
emergency, dispensary and acci- 
dent services for free and part-pay 
patients. Outpatient care was ex- 
panded through use of diagnostic 
and treatment facilities for private 
ambulatory cases referred by phy- 
sicians. Later, many hospitals es- 
tablished private examining rooms 
for consultation and treatment at 
the institutions. More recently, 
private offices for physicians have 
been provided in hospital build- 
ings or on hospital grounds, the 
doctors paying rent for use of the 
facilities. 

There are several hundred non- 
profit, short-term community hos- 
pitals in the United States in. which 
three or more physicians pay rent 
and where they conduct their pri- 
vate practice on a full- or part- 
time basis. These hospitals are lo- 
cated in all parts of the country 
with no observable geographic 
concentration, although a number 
of examples are to be found in 


C. Rufus Rorem, Ph.D., C.P.A.. is execu- 
tive director of the Hospital Council of 
Philadelphia. 
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This paper is a condensation of the 
fifth in a series of hospital monographs 
published by the American Hospital 


Association, which is a report on a 


national study of physicians’ private 
offices at hospitals, supported by a 
research grant from the Division of 
Hospital and Medical Facilities, U. 5S. 
Public Health Service. Copies of this 
monograph are available the 


AHA, 840 North Lake Shore Drive, 
Chicago 11, Hlinois. 


the Philadelphia, 
Houston areas. 


Memphis, and 


HOW THEY STARTED 


Not all hospitals and medical 
staffs were motivated by the same 
factors in establishing physicians’ 
offices. The immediate influence 
may have been the construction 
of an entirely new institution, or 
the transfer of an existing hospital 
to a new location. An important 
factor may have been the availa- 
bility of space not required for 
administrative services or patient 
care. The doctors simply moved 
in at their own suggestion, or at 
the request of the institution. 

At several hospitals, staff mem- 
bers who had been on salary were 
accommodated as tenants when 


THE MEDICAL Arts Building (right) of the 
Rockford (Ill.) Memorial Hospital was com- 
pleted in 1958. It contains offices for 34 
members of the hospital's attending staff. 


THE HERMANN Professional Building was 
constructed in 1949 for 180 members of the 
staff of the Hermann Hospital, Houston, 
Texas. Enlarged in 1957, it provides facili- 
ties for 360 doctors, and is probably the 
largest structure of its type in the nation. 


The main hospital buildings are some 
55 yards to the right of the pictured area. 


the doctors changed to a private 
practice basis..Some hospitals have 
adapted buildings formerly owned 
by private clinics. 


SELECTION OF TENANT-DOCTORS 


As a general rule, occupancy in 
such offices is limited to members 
of the attending staff, and for only 
as long as staff appointments con- 
tinue. Priority systems include 
two factors: the rank and tenure 
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of the applicant, and the principle 
of “first come, first served”’. 

Legally enforceable advance ap- 
plications are often required when 
a new building is constructed. 
Some hospitals attempt to main- 
tain a balanced proportion of the 
various medical specialties repre- 
sented in the offices. 

Doctors’ offices are in greatest 
demand among obstetricians, sur- 
geons, internists and other spe- 
cialists, whose work requires fre- 
quent use of hospital beds, as well 
as diagnostic and treatment equip- 
ment. They are less popular with 
general practitioners, pediatri- 
cians, psychiatrists, and doctors 
who maintain active staff appoint- 
ments at a number of institutions. 


RENTAL RATES AND POLICIES 


Established rents are usually 
the same as for similar facilities 
in the community, and are high 
enough to cover allowances for de- 
preciation and interest on invested 
capital. There is no uniform prac- 
tice with respect to charges for 
multiple occupancy, but rates are 
seldom increased proportionately 
to the number of doctors using the 
space. 

Tenant-doctors usually engage 
their own office and technical as- 
sistants, although some hospitals 
provide clerical, housekeeping and 
paramedical services on an hourly 
or monthly basis. Personnel pro- 
vided by the hospital may include 
nurses, laboratory technicians, 
stenographers, telephone opera- 
tors, receptionists, cleaning per- 
sonnel, etc. 


CAPITAL FINANCING 


Hospitals have financed the pro- 
vision of private offices in various 
~ ways. Minor remodeling is usually 
paid from general funds of the 
institution, to be amortized over 
relatively short periods. Where 
larger investment is required, par- 
ticularly for a new building, the 
methods are similar to those for 
general hospital construction, 
namely: use of unrestricted funds; 
commercial borrowing from banks 
or insurance companies, and in- 
vestment by tenant-doctors. Sev- 
eral hospitals have used Ford 
Foundation grants for this purpose. 

Individual tenant-doctors often 
pay the costs of special fixtures 
and equipment, partitions, changes 


50 


in layout and the installation of 
certain public utilities. In some 
instances, a group of physicians 
have endorsed a hospital bank 
loan, or have purchased bonds 
which are amortized over a period 
of years through reduced monthly 
rents. 

It appears to be legally permis- 
sible in most states for hospitals 
to apply unrestricted endowment 


_ funds to the provision of doctors’ 


offices. Many institutions have 
done so. In the absence of legis- 
lation or court rulings, the factors 
to be considered are: whether the 
provision of office facilities is con- 
sistent with the constitution and 
bylaws of the hospital; whether 
the investment is a prudent trans- 
action; whether the endowment 
capital is free of restriction with 
respect to its use and investment. 


TAXATION 


Private office facilities at non- 
profit hospitals have been subject 
to state and local real estate taxa- 
tion in certain states, but practices 
are not uniform in this regard. 
No instance has been discovered 
where the conduct of private of- 
fices has resulted in the loss of 
tax exemption on all the property 
of a bona fide, nonprofit institu- 
tion. Some hospitals have obtained 
temporary exemption from real 
estate taxes on the ground that pri- 
vate offices permit more service 
to free and part-pay patients. 

The situation as to federal taxes 
on the income from doctors’ offices 
is not yet clear. Rental income 
would not be taxable if the ar- 
rangements were undertaken for 
the benefit of a nonprofit hospital 
and its patients, and if the offices 
were located in hospital buildings. 


QUALITY OF SERVICE 


Tenant-doctors appear to. be 
unanimous in their conviction that 
private office practice at hospitals 
permits a higher standard of med- 
ical care. The basic motivations for 
locating at the hospital are the 
greater convenience and efficiency 
in medical practice. Physicians 
stress such factors as: elimination 
of travel between office and hos- 


pital; care of inpatient emergen- ~ 


cies with only slight interruption 
of office practice; prompt admis- 
sion of inpatients; ease in visiting 
bed-patients during periods of re- 


main the 


covery and convalescence. 

A hospital office location fre- 
quently serves to acclimate pa- 
tients to a hospital atmosphere. 
Diagnostic and treatment facilities 
are readily available to patients 
and doctors, without requiring 


capital investment by the physi- 


cians or the performance of minor 
laboratory tests in their offices. 


GENERAL OBSERVATIONS 


Tenant-doctors gain a greater 
understanding of hospital prob- 
lems, including the nonprofes- 
sional aspects such as dilietary, 
housekeeping, maintenance, and | 
finance. Some administrators be- 


- lieve, however, the proximity to 


the administrative offices has re- 
sulted in unreasonable demands 
for changes in procedures. 

Hospital offices for doctors have 
generally resulted in more con- 
ferences and referrals. But the of- 
fices have not been a major factor 
in encouraging physicians to prac- 
tice group medicine. 

The development of doctors’ of- 
fices at hospitals is not regarded 
by doctors or hospitals as a type 
of social reform. It is a logical 
development of specialization in 
medical practice and the reliance 
upon large capital investment. The 
doctors provide the professional 
knowledge and _ skill—the com- 
munity provides the funds for 
buildings and diagnostic and treat- 
ment facilities. 

Hospital offices have not led to 
improper institutional control over 
private medical practice. Profes- 
sional policies and procedures re- 
responsibility of the 
medical staffs of the institutions. 

Hospital. ownership of private 
office facilities has, in general, 
been more widely developed than 
the construction of commercially- 


owned buildings adjacent to non- 


profit hospitals, Experience indi- 
cates that adequate capital funds 
can be obtained when a nonprofit 
hospital wishes to provide phy- 
sicians’ private offices. 

Physicians’ private offices will 
probably be established at more 
nonprofit community hospitals in 
the future. The trend appears to 
be toward providing accommoda- 
tions for all staff members who 
wish office space, thus avoiding the 
criticism that tenant-doctors enjoy 
special privileges. 
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OR MANY YEARS, the state of 

Minnesota has had the unique 
distinction of requiring that its 
hospital administrators be regis- 
tered. Essentially, this is a form 
of licensure and the Minnesota 
statute reads briefly as follows: 
“No person shall act as superin- 
tendent or administrator of a hos- 
pital licensed under Minnesota 
statutes without registering first 
with the State Board of Health 
in the prescribed manner.” 

The registration procedure re- 
quires that the applicant shall 
make a verified application on a 
form furnished by the state board 
of health. The application must 
be accompanied by affidavits cer- 
tifying that the applicant is of 
good moral character from at 
least two reputable residents of 
the county in which the applicant 
resides or proposes to act as the 
administrative head of the hospi- 
tal. Registration fee has been $10. 

_ The statute further provides that 
no applicant shall be granted regi- 
stration unless he is at least 21 
vears of age and has had at least 
two years experience in an ad- 
ministrative position in such an 
institution in Minnesota or one of 
equal standing in another state, or 
has successfully completed one 
year of formal training in an ap- 
proved course in hospital adminis- 
tration, together with a one-year 
internship. 

The statute provides for annual 
registration and also provides the 
following four reasons for refusal 
or revocation of registration: (1) 
attempting to obtain registration 
by fraud or deceit, (2) conviction 
of a crime, (3) habitual indul- 
gence in the use of narcotic drugs, 
(4) conduct unbecoming a person 
registered as a hospital adminis- 
trator or conduct detrimental to 
the best interests of the public. 
It provides for appeal and con- 
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yous president reports 


tains the usual safeguards. 


The act provides that rules and 


regulations found necessary to 
carry into effect the provisions of 
this act may be adopted by the 
state board of health, and these 
regulations may be revised, added 
to or rescinded from time to time 
to carry out the provisions of the 
act. The statute provides for an 
advisory board of five members 
of which three members are ap- 
pointed annually from the mem- 
bership of the Minnesota Hospital 
Association. 


J AMES HAMILTON, director of the 
course in hospital administration 
at the University of Minnesota 
and James Stephan, associate di- 
rector, have chaired this advisory 
committee and have given excel- 
lent leadership to the program. 

The statute provides that the 
governing board of every institu- 
tion licensed as a hospital under 
the provisions of the hospital li- 
censing law shall designate one 
person as the administrative head 
of the institution. This person 
must be the direct representative 
of the governing board and the 
management of the hospital, and 
must have the necessary author- 
ity and responsibility for the ad- 
ministration of the hospital and 
all its activities and departments 
subject only to the policies of the 
governing board. 

The statute defines a hospital 
as any institution licensed as a 
hospital and further defines a hos- 
pital as an institution staffed and 
equipped to provide a service for 
inpatient medical, surgical, or ob- 
stetric care, including diagnosis 
and treatment of the sick or in- 
jured, for not less than 24 hours, 
of two or more unrelated persons 
under care of licensed physicians, 
and providing bedside nursing 
care. This is an important defini- 


tion and is essential to the basic 
operation of the statute. 


ADMINISTRATIVE ex- 
perience must consist of the fol- 
lowing minimum requirements: 
“Two or more years of hospital 
experience in one or more duly 
established positions requiring a 
knowledge of hospital procedure 
and techniques, and the exercise 
of independent judgment, super- 
vision of other personnel, program 
planning, and formulation of pol- 
icies.” 

Does the advisory committee 
think that registration really has 
upgraded the standard of admin- 
istrators in Minnesota hospitals? 
If you ask any member who has 
served on this advisory commit- 
tee, it will bring a firm and prompt 
reply of “yes”. But, of course, 
there have been problems. 

The principal problems have 
been situations arising in which 
boards have employed people who 
did not meet the requirements and 
who failed to qualify after having 
established themselves in the com- 
munities. As time goes on, this 
problem has diminished and now 
occurs rarely. In addition to good 
side effects, the number of inade- 
quately prepared administrators 
applying has decreased, and the 
opportunities for hospitals to have 
well qualified administrators have 
increased. All of this has accrued 
to the benefit of the patient for 
reasons certainly not requiring ex- 
planation. Minnesota hospitals are 
definitely much better off admin- 
istratively because of the hospital 
registration requirements. 


Kay 


Ray Amberg, president 
American Hospital Association 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings on Feb. 3. Further 
actions of the Board will be re- 
ported in subsequent issues of 
this Journal. 


CHRONICALLY ILL AND AGED 
VOTED: To approw the American 
Hospital Associati Program for the 
Care of Chronically Ill and Aged. 
AMERICAN HOSPITAL ASSOCIATION 


PROGRAM FOR CARE OF 
CHRONICALLY ILL AND AGED 


Introduction 

Continuity of care of long-term 
patients during all stages of their 
disability is an ideal that can be 
most nearly approached by the 
development of programs offering 
all the various services needed by 
these patients. Care of the long- 
term patient requires a high de- 
gree of organization of services 
and such organization exists pri- 
marily in hospitals. General hospi- 
tals, therefore, have a responsibility 
to offer leadership in developing 
programs in the community, which 
may be exercised by extending 
their own services and resources 
to include long-term units and 
nursing home facilities or by as- 
sisting in the development of such 
facilities and in the coordination 
-of their services. 
The resources of hospitals should 


be made available to patients in © 


nursing homes through the use of 
the hospital’s laboratory, radio- 
logical and other direct services, 
and through consultative services 
provided to patients or staff of 
nursing homes by the physician, 
nursing, dietary, pharmacy, phy- 
sical therapy, social service, and 
others. Hospitals, their professional 
staffs and other physicians should 
serve as a central. factor in devel- 
oping community programs for the 
care of the long-term patient and 
in providing accessibility to vari- 
ous patient centers for all types 
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ASSOCIATION SECTION 


of patients. The hospital adminis- 

trator should not hesitate to take 

the lead in developing working 
relationships with other agencies 
in his community. | 

The associations and societies of 
institutions and individuals in- 
volved in furnishing long-term 
care should work together at na- 
tional, state and local levels. 
Financing the Health Care of. the 

Aged and of the Long-term Pa- 

tient 

1. Explore with the Blue Cross 
Commission and the Blue Shield 
Medical Care Plans, Inc. whether 
coverage can be maintained and 
extended beyond present levels to 
include long-term care, home care, 
ambulatory, diagnostic, therapeu- 
tic, and restorative services. 

2. Explore with the Health In- 
surance Council whether coverage 
can be extended beyond present 
levels to include long-term care, 
home care, ambulatory, diagnos- 
tic, therapeutic, and _ restorative 
services. 

3. Explore with appropriate gov- 
ernment and voluntary agencies, 
such as the federal Bureau of Pub- 
lic Assistance and the American 
Public Welfare Association, the 
extent to which government funds 
and cash payments are being used 
to meet the needs of long-term 
care of patients; seek advice as to 
how adequately these _ services 
meet the needs; and request sug- 
gestions from these agencies as to 
how these services can be im- 
proved. 

Conducting Studies to Gather Fur- 
ther Information from Facilities 
Providing Health Care to the 
Long-term Patient 
1. Identify model programs pro- 

viding health care to the long- 

term patient. 

2. Determine the number and 
kinds of programs and facilities 
for the care of long-term illnesses; 
the kinds of services available to 
long-term patients in these pro- 


grams; e.g., rehabilitation, social 
services, recreation, provision of 
medical supervision. 

3. Identify the use being made 
of facilities for care of long-term 
patients in acute hospital beds, 
chronic illness units in general 
hospitals, nursing home type of 
units in general hospitals, chronic 
illness hospitals, outpatient clinics, 
home care programs operated by 
hospitals. 

4. Study in depth a selected 
sample of the respondents to ob- 
tain more detailed information 
concerning the characteristics of 
the long-term patients receiving 
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care; e.g., age, sex, disability, serv- 

ices required, services received, 

and financing of their care. 

5. Study nonprofit prepayment 
and other health insurance plans 
to determine the number of people 
over 65 covered; extent of services 
included under prepayment and 
other health insurance for long- 
term illness, for those under 65 
and over 65; utilization and costs 
under different plans of health 
coverage for people under 65 and 
over 65. 

Promoting Understanding of the 
Expanding Role of the General 
Hospital in Care of the Long- 
term Patient 
1. Offer educational programs at 

the annual convention of the 

American Hospital Association and 

(Continued on page 101) 
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NURSING-HOUSEKEEPING: 


building peaceful coexistence 


by NEIL McGINNISS 


VARIOUS degrees and in vary- 
ing fashions, every department 
makes its own contribution to the 
one final purpose of the hospital: 
caring for the sick. 

Two departments, however, 
partly because of their intimate 
involvement with the patient, are 
in a position to “make” the hos- 
pital, if they work together 
smoothly; or to “break” the hos- 
pital, if they are torn by bickering, 
resentment and confusion. 

These two departments, to my 
way of thinking, are nursing and 
housekeeping. 

The nursing and housekeeping 
functions are performed in the 
same area, the critical area in 
which service is rendered directly 
to the patients. Discord among the 
staff members performing these 
functions not only lowers their 
own morale but, more than likely, 


Neil McGinniss is director of Oakwood 


Hospital, Dearborn, Mich. 


56 


Discord between the housekeeping 
and nursing departments is particu- 
larly critical for the hospital, the 
author states, because the inevitable 
lowering of morale among these staff 
members has a directly adverse effect 
upon the quality of care given and the 
morale of the patients themselves. He 
gives seven essential steps for re- 
organizing and defining the duties of 
these departments for the purpose of 
establishing a more -harmonious and 
productive relationship. 


that of the patients as well. 
Cooperation and good feeling 
between these departments are im- 
perative if each is to perform work 
of the highest quality and if 
patient care is to be of the highest 
quality. Efforts to establish a genu- 
ine team spirit between nursing 
and housekeeping will be an in- 
vestment that will return many 
dividends in improved morale and 
reduction in personnel turnover. 
With such a spirit, patients will 


receive better nursing care and 
they will be happier in a bright 
clean room with a friendly atmos- 
phere. One of the most important. 
spurs in all workers’ performance 
and to patient morale is spotless 
housekeeping. 

To establish this kind of spirit 
of cooperation, each department, 
from supervisors down to maids 
and aides, must look upon the 
other with a feeling of understand- 
ing and respect. If these depart- 
ments are to respect each other, 
the members of each must enjoy 
a sense of pride and pleasure in 
their own work and in the place 
in which they work. This fine 
spirit should filter down from top 
administration of the _ hospital 
through the department heads to 
the workers. The department heads 
must encourage excellence, em- 
phasize strength and instill gen- 
uine enthusiasm in their workers. 

Of all departments, nursing and 
housekeeping have the most to 
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gain from a clear-cut definition 
and division of duties. A definite 
organization should be established 
and lines of authority should be 
defined so that they are understood 
by all. The organization should be 
built around functions, not indi- 
viduals, with the objective of 
achieving a smooth economical 
operation with conservation of 
personal effort. 

In the ideal situation, house- 
keeping is allowed to function as a 
department in itself. Nursing 
should have no jurisdiction over 
housekeeping personnel or person- 


nel of any other department. Some 
disagree, believing that nursing 
should assume complete manage- 
ment of the floor. This kind of ar- 
rangement, in which housekeeping 
personnel in effect are under the 
direction of both the housekeeper 
and the head nurse, can only lead 
to confusion, overlapping duties, 
resentment and poor morale. 


TRADITION AND MORALE 


At one time there was a hospital 
tradition that housekeeping was a 
true part of nursing, and, there- 
fore, should be under the direction 
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of nurses. In many hospitals, the 
housekeeping department was the 
“fetch and carry” department, of- 
ten running so many errands for 
nursing that there was little time 
left to keep the hospital clean. In 
this situation, nurses frequently 
tended to treat maids and porters 
as inferiors. This, of course, led to 
a great deal of resentment among 
housekeeping personnel, and the 
quality of their work was poor. 


_ Who suffered but the patient? 


Most nursing administrators and 
educators would rather that nurs- 
ing personnel not perform non- 
nursing or housekeeping functions. 
Housekeeping people may be on 
the defensive when it is suggested 
that their department take on cer- 
tain duties previously performed 
by nursing personnel. Some house- 
keepers believe nursing is taking 
advantage of them. Some are 
afraid of the change and are 
afraid of extra responsibilities. 
When a housekeeper assumes more 
duties, however, she often is given 
more personnel and a greater span 
of authority. This becomes an op- 
portunity for housekeeping to 
make a name for itself. The house- 
keeper should not be afraid of be- 
coming an administrator, but 
should be eager to take on greater 
responsibility. 

Nursing is often afraid of losing 
some authority and personnel. 


Therefore, in situations where 


there is an overlap between the 
departments, it is not always the 


easiest job in the world to re- 


organize duties so that nursing does 
only nursing and housekeeping 
only housekeeping. But it is a pro- 
ject that any administrator should 
tackle immediately when he sees 
evidence of confusion and ill feel- 
ing between these two key de- 
partments. 


DIVIDING HOUSEKEEPING DUTIES 


How to divide duties between 
nursing and housekeeping? 

When one attempts to answer 
this question, he should think of 
what type of job and duty he 
would consider “housekeeping” in 
his own home. 

Following is a list of duties of a 
housekeeping nature performed by 
housekeeping personnel at Oak- 
wood Hospital, a 234-bed short- 
term general hospital in Dearborn, 
Mich. (During the day, one house- 
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keeping maid reporting to a house- 

keeping supervisor is assigned to 

each 16-bed unit.) 

Duties of Housekeeping Personnel 
@® Clean thoroughly all furniture 

in patient rooms and in all other 

areas in the unit. 


@® Clean walls, floors, windows 


and bathrooms. 3 

@® Take charge when floor is 
soiled or liquid is spilled, etc. 

@ Make beds when patients are 
discharged (upon notification by 
nursing department). 

Clean discharged patient's 


bedside unit and send it to central 


supply room. Replace with clean 
unit for new patient. 

@® Prepare requisitions for re- 
pairs (except medical and surgical 
equipment). 

@ Clean pantry cupboards, floor 
medicine cupboards, utility rooms, 
etc. 

Care for patients’ 
clean wheelchairs. . 

@ Full-time maids are assigned 
each week day to labor and de- 
livery. areas and operating rooms. 
Maids mop operating room floors 
between operations. An afternoon 
maid is assigned to clean operating 
room suite thoroughly. Maid cleans 
up after deliveries and remakes 
delivery room table. 

Duties of a housekeeping nature 
that are performed by nursing 
personnel at Oakwood Hospital are 
in the following list. (During the 
day, one graduate nurse and two 
nursing aides are assigned to each 
16-bed unit. They report to a head 
nurse, who in turn reports to a 
nursing supervisor. ) 

Duties of Nursing Personnel 

@® Make patient beds while 
patient is in hospital. 

@ Clean narcotics cupboard. 

Clean medical and _ surgical 
supplies and instruments. 

@ Wipe up own spillage after- 
noons and nights, unless spillage 
is great, in which case a house- 
keeping maid is paged. 

@ Clean up after deliveries at 
night (midnight to 8 a.m.) and 
clean operating room after 
emergency operations at night. 

@® During the afternoon shift, 
the housekeeping maid is on call 
to the patient floors and is paged 
when needed. There is no house- 
keeping maid on duty during the 
midnight shift. 


flowers, 
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The relationships between the 
nursing and housekeeping depart- 
ments are informal and friendly. 
During the day, when a soiled 
room is noticed or when spillage 
occurs, anyone from the nursing 
supervisor down to the nursing 
aide may request a housekeeping 
maid. The maids are constantly re- 
minded of the importance of im- 
mediate follow-up of such re- 
quests. Nursing may never request 
housekeeping to do more than the 
jobs which have been specified by 
the executive housekeeper. Maids 
are under the direction of the 


housekeeping supervisors and the 
executive housekeeper only. Never 
do they run any errands for nurs- 
ing. 

Housekeeping, on the other 
hand, never attempts to assist a 
patient even if the patient has had 
an accident. The maid does keep 
on the alert while alone with a 
patient, and if nursing is needed, 
she pushes the call button or po- 
litely explains to the patient that 
she will call a nurse. 

If someone does tend to pull 
away from her own job responsi- 
bilities and overrun the other de- 


How 
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Diaial gation 7 
There's little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 


infection. Confirmation by bacteriologic tests usually reveals 
a Surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 
of blankets between patients. For example— 


In New Hampshire, Adams’ hospital added Amphyl® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 
also “this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others?“ tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven vears has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 
synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” | 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
-in making Amphy! blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22,N. Y. 


te thicae. Alp 


1, Adams, Ralph: Med. Times, 86:1119-1127 (Sept.) 1958. 
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partment’s territory, or if there are 
complaints or criticisms, these are 
handled through designated chan- 
nels. An aide reports the situation 
to the head nurse, who confers 
with the housekeeper or house- 
keeping supervisor, who talks to 
the maid. If an aide has a com- 
plaint about a maid, she does not 
tell the maid she is tired of clean- 
ing up after her, but reports her 
grievance to the head nurse. 

Of course, housekeeping main- 
tains its proper place for all sup- 
plies in the janitor’s closets in the 
unit, and nursing has its proper 
place for everything in the nursing 
station and utility rooms. 

At Oakwood Hospital, both new 
housekeeping maids and new 
nursing aides take part in organ- 
ized orientation programs and in 
inservice training courses. In ad- 
dition, both departments have 
periodic conferences with their 
employees. In this inservice edu- 
cation program, personnel. of both 
departments are taught the duties 
they are to perform so that they 
are Clearly understood. They are 
guided so that the best possible 
relationship exists between the two 
departments. Any problems that 
arise are ironed out in these con- 
ferences and in meetings of de- 
partment heads. 


REMEDYING A POOR SITUATION 


One who is given the responsi- 
bility of organizing departments 
and defining duties in a new hos- 
pital most likely will find it easy 
to get off on the right track. How- 
ever, one who is charged with the 
same duties in an older hospital 
in which a poor situation exists 
may wonder how he can best im- 
prove the situation. 

First, he must definitely have the 
support of administration. Ad- 
ministration must pave the way 
and must want to pave the way. 
Doing a good selling job on the 
advantages of the new system over 
the old is important in obtaining 
support. 

Second, the co-department head 
must be sold. This may take 
patience and involve frequent con- 
ferences. However, with an im- 
proved situation as a talking point 
and with the administrator’s back- 
ing, the department head should 
be able to get his ideas across. 

Third, objectives must be de- 
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cided upon and duties defined— 
in writing. | 

Fourth, both department heads 
must accept the principle that one 
should never refuse to take over a 
duty from someone else if it per- 
tains to his area of work and re- 
sponsibility. 

Fifth, the most effective methods 
of communication possible should 
be utilized among all participants 
in the reorganization. 

Sixth, the reorganization should 
begin on one patient floor or unit. 
One must be patient; it may take 
months for the first few areas re- 
organized to arrive at a_ point 


where they are running smoothly. 
Reorganization of remaining areas 
should prove quicker and easier. 

Seventh, as the reorganization 
progresses, one must be prepared 
to test and change. Certain ideas 
originally thought to be workable 
may need modification. 

So long as nursing and house- 
keeping co-exist as individual de- 
partments, 4 looking upon the 
other as a friend, each respecting 
the other, with nursing taking care 
of the patient and housekeeping 
taking care of the house, an excel- 
lent and eminently productive re- 
lationship will prevail. bd 


NOTES AND COMMENT 


Spinal diseases traced to poorly rinsed needles 


The effects of various detergents left as contaminants in needles and 
syringes used for spinal anesthesia were reported in a study published 
in the Journal of the American Medical Association (Nov. 8, 1958). 

Two Los Angeles physicians, Samuel I. Joseph and Judson S. Denson, 


experimented with 18 monkeys di- 
vided into three test groups: a 
series of five in which a number of 
detergents were used as contami- 
nants, five in which the contami- 
nant was a 1 per cent solution of 
tribasic sodium phosphate (TSP), 
and a series of four in which the 
contaminant was 5 per cent TSP. 

A contrast group of four mon- 
keys was observed for five months 
or more after spinal anesthesia 
had been induced with due pre- 
cautions against contamination 
with detergents. In this group no 
clinical, gross, or microscopic evi- 
dence of neurological damage was 
obtained. | 

In- the test groups only two mon- 
keys escaped arachnoiditis. All the 
others developed the disease in 
varying degress of severity, and 
one became clinically paraplegic. 

The physicians concluded that 
inadequate rinsing of hurriedly 
prepared detergent 


stronger than necessary, is a hos- 
pital situation which can result in 
detergent contamination of solu- 
tions used for spinal anesthesia. 
Beginning with the care and 
cleansing of needles and syringes, 
they stated, extreme care must be 
observed in all phases of induction 
of spinal anesthesia in order to 
avoid introducing potentially his- 
totoxic substances into patients. ® 


solutions, 
which can easily be made much 


Prestudent nursing course 
proves highly successful 


A prestudent nursing course to 
bridge the gap between high school 
and student nurse training, which 
has been in operation at St. Jo- 
seph’s General Hospital, Port 
Arthur, Ontario, for the last two 
years, has proven highly  suc- 
cessful, according to Sister Mary 
Jovita, administrator. 

Girls of 16 who think they would 
like to become nurses can attend 
lectures on such subjects as ethics, 
personal hygiene, bed-making, as- 
sisting invalids, carrying trays, 
feeding patients, giving tub baths 
and control of linen supplies. 

Seventy-two volunteer hours are 
required of the girls, 20 spent in 
classes with instructors and 52 in 
practical work. From 4:30 until 6 
p.m. during the week they are en- 
gaged in practical work, doing such 
things as carrying food trays, 
taking messages, and performing 
minor nursing duties under the 
supervision of a graduate or stu- 
dent nurse. 

The hospital accepts a maximum 
of 24 students per year, 12 in each 
of two classes beginning in Janu- 
ary and April. 

After completing the volunteer 
work, the student undergoes a pre- 
liminary test in nursing aptitudes.® 
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over this 


For the same additional charge 
we might have run this entire page in color. 


But the tiny red dot is precisely the amount 
of color needed to demonstrate our point: 


C. R. Bard spares no expense in giving 
constant attention to detail... the dotted i, 
the crossed t, the extra care in inspection, 
the painstaking review of procedures. 


For quality, we believe, is the sum 

of many perfected details . . . and quality 
will continue to be the prime ingredient 
of our service to the profession. 


C.R. BARD, INC., « Summit, New Jersey 


t THE administrator, the hos- 
pital is an entity and each of 
the various departments has its 
role in helping that entity accom- 
plish the purpose which has been 
established by the policy of its 
board of trustees. Therefore, in 
assessing the effectiveness of a 
housekeeping department the ad- 
ministrator can review its activity 
in five major areas: 

1. The housekeeping depa:t- 
ment’s effect on the ability of the 
hospital to carry out its functions 
of patient care, teaching, research, 
and health education; 

2. The efficiency with which the 
housekeeping department carries 
out the policies of the hospital; 

3. The attitude and ability of the 
department’s employees; 

4. The improvements shown by 
the department in carrying out its 
assigned tasks and the frequency 
with which suggestions for further 
improvement are offered; 

'§. As a source of manpower 
which can be made available in the 
case of emergency or necessity. 


TEACHING BY EXAMPLE 


In studying the effect of house- 
keeping on the hospital’s basic 
functions, the administrator real- 
izes that in order to care for 
patients properly the _ physical 
plant must be clean and orderly. 
Also, teaching proper habits of 
technique to house staff and stu- 
dent nurses by example is as ef- 
fective as classroom lectures. 

On the less tangible side, it is 
axiomatic that the success of a 
hospital is dependent upon the 
opinion of the members of the 
public with whom it maintains 
contact. The results of housekeep- 
ing are one of the first things, if 
not the first, that the general 
public notices about the hospital. 
Visitors, salesmen, trustees and 
other members of the public are 
exposed to the results of the hos- 
pital’s housekeeping from the mo- 


William K. Klein is director of the Long 
Island College Hospital, Brooklyn, N.Y. 
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How good 


is your housekeeping? 


by WILLIAM K. KLEIN 


The effectiveness of a housekeeping 
department can be evaluated by the 
administrator by reviewing its activi- 
ties in five major areas, the author 
states. These judgments can be made 
without necessarily involving the grand 
rounds technique with which some 
housekeeping departments feel the 
administrator maintains his contact. 


ment they enter the building. 
Their entire attitude toward the 
hospital is affected by the clean- 
liness and orderliness of the en- 
trances, the lobby and offices 
which they see. 

Although it does not necessarily 
follow that poor housekeeping and 
poor hospital service go together, 
they are inextricably entwined in 
the mind of the public. It is, there- 
fore, imperative that the hospital 
maintain the sanitary, orderly 
physical plant the public expects. 
The administrator also recognizes 
that from the patient’s standpoint, 
housekeeping probably ranks close 
behind nursing care and ood serv- 
ice. To the patient who must stay 
in one room with very little to at- 
tract his attention, the walls which 
surround him are a constant re- 
minder of the efficiency of the 
housekeeping department. Observ- 
ing finger marks, peeling paint, 
dirty curtains or windows, poorly 
ironed table mats and gray linen 
affects his entire impression of the 
management and, therefore, the 
probable effectiveness of the care 
which he is receiving. 

EVERYONE A CRITIC 

In addition, 
must recognize that the effective- 


ness of the hospital’s housekeeping 
department is subject to a valid 


the administrator | 


assessment by both public and 
patients. Although the more com- 
plicated medical aspects of the 
hospital’s success or failure may 
not be judged by criteria available 
to the layman, every member of 
the public feels competent to judge 
the efficiency of the housekeeping 
with which he comes in contact. 
Thus to avoid criticism it must 
meet the standards of the most 
meticulous of its critics. 

In assessing the efficiency with 
which the housekeeping depart- 
ment carries out its assignments, 
the administrator must take into 
consideration the locale of the hos- 
pital, its general environment, age 
of the buildings and the structure 
of its physical properties. The finest 
housekeeping department in the 
world cannot make a 100-year- 
old hospital look like a new build- 
ing, and it is an unusual adminis- 
trator who would establish a 
policy which would anticipate such 
a-result. 

Within the matrix of the physical 
plant in which the housekeeping 
department works, however, it is 
possible to assess its efficiency in 
maintaining cleanliness and order- 
liness. This does not necessarily 
involve the grand rounds tech- 
nique with which some _ house- 


keeping departments feel the ad- 


ministrator maintains his contact. 
The cleanliness of the hospital is 
apparent to the most casual ob- 
servation by all administrative 
personnel as they move around the. 
physical plant, and is frequently 
brought to the administration’s 
attention by comments from the 
general public, employees, and 
members of the medical staff. 
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The attitude and ability of the 
_ Supervisors and employees of the 
housekeeping department are the 
key to the department’s effective- 
ness. It is a cardinal principle of 
organizational structure that there 
be communication up and down. 
Too frequently department heads 
forget that they are management, 
and that it is mandatory that their 
assignments to employees be clear- 
cut, that authority for these as- 
signments be delegated, and re- 
sponsibility be clearly outlined. 
The ability of the executive 
housekeeper to establish a feeling 
of mutual understanding with de- 
partment employees and to create 
an attitude of desire for clean- 
liness and orderliness in each 
employee is the criterion by which 
the administrator judges this phase 
of the housekeeping operation. 
It is not the function of the 
housekeeping department to be the 
handmaiden of every other depart- 
ment. in the hospital, scurrying 
from pillar to post picking up the 
spillage and disorder of others. It 
is necessary, however, that the 
housekeeping department § strive 
constantly, by attitude and ex- 
ample, to develop in the other 
members of the hospital team the 
same attitude toward housekeep- 
ing which they themselves main- 
tain. This is perhaps the hardest 
part of the job to accomplish, but 
it is essential to the operation of 
an effective housekeeping system. 
All of the principles of human 
relations apply here. If the house- 
keeper can give to each employee 
of his department that degree of 
understanding, trust, and cooper- 
ation which he, the housekeeper, 
would like to receive from his 
_ superiors, he will find that many 
of his most difficult problems are 
not problems at all. Too often the 
fact that department heads do not 
get the recognition they desire 
makes them forget that they, as 
management, must give recog- 
nition to their employees if they 
are to succeed as department heads. 
Failure of those above one to rec- 
ognize the human element does 
not excuse such failure 
proaching one’s own responsibili- 
ties. 
PERSONNEL SOURCE OF IDEAS 


In evaluating a housekeeping 
department, the administrator al- 
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in ap- 


ways should be alert to innovations 
and improvements established or 
suggested by the department itself. 
Individuals who work closely with 
a problem are the ones most likely 
to develop improvements in 
method. A department constantly 
searching for ways of doing the 
job more effectively is an efficient, 
progressive department. There are 
innumerable sources of suggestions 
that can be modified to conform 
to the requirements of the indi- 
vidual hospital. 

The executive housekeeper must 
realize that, because he is part of 
management, his job does not con- 
form to an 8-hour day, 40-hour 
week, but must include such time 
as may be necessary beyond the 
actual day-to-day duties to peruse 
various books, manuals, and peri- 
odicals containing information on 
his specialty and to build a file of 
literature available from manufac- 
turers and sales organizations con- 
cerned with the problems of 
housekeeping. 

Finally, in the total view of the 
hospital as an entity, an emergency 
or necessity occasionally dictates 


that personnel be assigned to tasks 
not normally within the scope of 
their daily efforts. 

As one of the largest depart- 
ments of the hospital, the house- 
keeping department contains a 
labor force which can be moved 
with speed and flexibility in the 
event of a catastrophe, such as fire 
or explosion, or in the unusual 
emergencies with which a hospital 
is so frequently beset. This may 
include the establishment of ad- 
ditional areas for patient care, 
transfer of large amounts of 
supplies and equipment in case of 
remodeling, renovating or reas- 
signment of areas, and the prepa- 
ration for events such as public 
meetings, annual conferences, and 
the like. 

If the housekeeping department 
is maintained on a basis of suf- 
ficient flexibility to handle these 
unusual assignments without dis- 
ruption of its ordinary duties, it is ° 
assisting in the operation of the 
organization as a_ single force 
rather than as a group of assorted 
entities working ostensibly to pro- 
duce a given result. . 


NOTES AND COMMENT 


Illuminated table aids in O.R. linen repair 


Responsibilities of the laundry department at Western Pennsylvania 
Hospital, Pittsburgh, include not only linen reclamation but inventory 
control, manufacturing, and the processing of operating room packs 


as well. 


West. Penn Hospital carries a heavy surgical schedule. Approximately 


18 per cent of all laundry proc- 
essed is either sterile or nonsterile 
linens used in surgery and related 
areas. Therefore, the preparation 
of O.R. packs is a major function. 

As the operating room linens 
arrive at the pack processing sta- 
tion, each piece is inspected for 
tiny pin holes and flaws such as 
those resulting from towel clamps. 
To make this inspection easier and 
more positive, the inspector uses 
a table illuminated from beneath 
by a fluorescent light. 

The table is 33 inches high with 
a 24- by 60-inch top. The light 
source is a flush mounted stand- 
ard two-tube 40-watt fluorescent 
fixture with translucent glass. The 
table was constructed by members 
of West Penn’s engineering de- 


INSPECTION TABLE, lighted from beneath by 
a fluorescent fixture, is used to locate flaws 
in operating room linen in the Western 
Pennsylvania Hospital laundry department. 


partment. 

Linens with holes and small 
tears are set aside after inspection 
for repairing with plastic-coated 
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muslin tape applied with heat and 
pressure on a patching machine. 
An average patch requires 15 sec- 
onds at 400°F. The plastic-coated 
tape is purchased in rolls one to 
four inches wide and is cut as 
needed. 

The finished patches withstand 
autoclaving and repeated wash- 
ings, often outlasting the material 
itself. 

The completed packs are then 
delivered to the central supply de- 
partment for sterilization prior to 
use in the operating rooms. 

This procedure of heat and pres- 
sure patching linens satisfactorily 
meets requirements for sterile op- 
erating room technique. 


Linen stains from 
resin-type bandages 


Resin-type bandages, used in 
making casts, have been found to 
be the cause of a peculiar stain 
showing up from time to time on 
hospital linen. 

American Institute of Launder- 
ing’s fabric analysis laboratory has 
received a number of sheets and 


pillow slips having yellow stains 
and pillow slips having yellow 
stains in localized areas. Ex’amin- 
ation indicated the presence of 
chlorine and a formaldehyde type 
resin. 

Further investigation showed 
that the resin-type bandage used 
in making casts is the source of the 
formaldehyde resin. To use, this 
bandage is wet and applied to the 
patient. While still wet, it may 
come in contact with linen. used 
under or over the cast. The linen 
picks up some of the resinous ma- 
terial. 

When the linen is subsequently 
washed in a formula using a chlo- 
rine bleach, the resin attracts and 
holds the chlorine. A yellow stain 
appears wherever the resin is pres- 
ent. 

The chlorine cannot be removed 
by ordinary washing or rinsing 
because it is in chemical combi- 
nation with the resin. The following 
treatment will remove both the 
yellow discoloration and the chlo- 
rine from the fabric: 

1. Soak the article in a solution 


containing one ounce of a reducing 
agent per gallon of water. (Sodium 
bisulfite, sodium thiosulfate or 
sodium hydrosulfite may be used.) 

2. Treat the stained material in 
this solution for 10 minutes at 140° 
F., or until the stain disappears. 

3. Rinse the article thoroughly. 

Although this treatment removes 
the yellow discoloration, it does 
not remove the resin itself. It is 
not possible to remove the resin 
without damaging the fabric. So, 
whenever a chlorine bleach is used 
on the linen containing the resin a 
yellow stain will appear and the 
reducing agent treatment will have 
to be repeated. 

Prevention is the best method of 
dealing with this problem. Keep 
the resinous-type bandages away 
from linen while the bandage is 
still wet. 

A good way to do this is by 
suggesting the use of plastic sheet- 
ing, waxed paper or foil over the 
linen, beneath the cast while the 
bandage is still wet.—American 
Institute of Laundering, Textile 
Note No. 39. al 
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fersonnel changes 


@ R. C. Aldinger has been appointed 
associate director and director of 
services of Jackson Memorial Hos- 
pital, Miami, Fla. He was formerly 
administrator of Cobb Memorial 
Hospital, Royston, Ga. 


@ William H. Andrews has been ap- 
pointed administrator of Forest 
City Hospital, Cleveland. He was 
formerly administrator of George 
W. Hubbard Hospital, Nashville, 
Tenn. Mr. Andrews is a graduate 
of the Washington University pro- 
gram in hospital administration. 


@ Stephen L. Barrett has been ap- 
pointed assistant administrator of 
Middlesex Memorial Hospital, 
Middletown, Conn. He was for- 
merly assistant to the administra- 
tor at the hospital. Mr- Barrett is 
a graduate of the University of 
Minnesota program in hospital ad- 
ministration. 


@ Janet Beach has been appointed 
director of the Hospital Supply and 
Development Co., Pittsburgh. She 
was formerly administrative as- 
sistant at Johns Hopkins Hospital, 
Baltimore, and is a graduate of the 
Yale University program in hospi- 
tal administration. 


@ George B. Brooks has been ap- 
pointed administrator of Noble 
Hospital, Westfield, Mass. He was 
formerly assistant administrator of 
the hospital. 


@ Ray Q. Bumgorner has been ap- 
pointed manager of the Veterans 
Administration Center at Dayton, 
Ohio. He was formerly manager 
of the VA center at Hot Springs, 
S. Dak. 

J. C. Phillips, former manager of 
the Dayton center, has been ap- 
pointed manager of the Livermore, 
Calif., VA Hospital. 


@ H. J. Eininger has been appointed 
superintendent of Goshen County 
Memorial Hospital, Torrington, 
Wyo. He was formerly assistant 
executive director of the Lutheran 
Hospitals and Homes _ Society, 
Fargo, N. Dak. 


@ W. W. Fanning has been appointed 
administrator of Bristol (Tenn.) 
Memorial Hospital, succeeding 
John Gilbert Jr. Mr. Fanning was 
formerly assistant administrator of 
Baroness Erlanger Hospital, Chat- 
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tanooga, Tenn. He is a graduate 
of the Northwestern University 
program in hospital administra- 
tion. 

Russell T. Clayton has been ap- 
pointed assistant administrator of 
Baroness Erlanger Hospital and 


_T. C. Thompson Children’s Hospi- 


tal, Chattanooga. He was formerly 
with the University of Louisville 
(Ky.) Medical Center. Mr. Clay- 
ton is a graduate of the North- 


western University program in 
hospital administration. 


@ Clarence 8. Hale has been ap- 
pointed administrator of Johnston 
Memorial Hospital, Abingdon, Va.., 
succeeding Rey C. Brown. Mr. Hale 
was formerly assistant administra- 
tor of the hospital. 


@ Edward Lt. Harris has been ap- 
pointed administrator of St. Eliza- 
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beth’s Hospital, Richmond, Va. He 
was formerly associated with the 
Virginia Council on Uniform Hos- 
pital Accounting as consultant. 


@ Lawson Jenkins has been appointed 
assistant administrator of Antelope 
Valley Hospital, Lancaster, Calif. 
He was formerly administrative 
resident at French Hospital, San 
Francisco. Mr. Jenkins is a grad- 
uate of the Northwestern Univer- 
sity program in hospital adminis- 
tration. 


@ Francis P. Kintz, M.D., has been ap- 
pointed assistant administrator in 
charge of medical education and 
research at 
White Cross 
Hospital, Co- 
lumbus, Ohio. 
Dr. Kintz was 
formerly a sur- 
geon with U.S. 
Second Army 
headquarters at 
Fort Meade, Md. 
His responsibili- 
ties at White 
Cross Hospital 
include heading the postgraduate 
teaching program at the hospital 
and coordinating clinical investi- 
gation and research activities. 


DR. KINTZ 


@ Will £. Lankford has been ap- 
pointed assistant administrator of 
Emory University (Ga.) Hospital. 
He was formerly director of the 
division of patient affairs at the 
hospital. Mr. Lankford succeeds 
Gilbert McLemore who has been ap- 
pointed administrator of Henrietta 
Egleston Memorial 
Atlanta. 


@ Gerard lLecompte has been ap- 
pointed assistant administrator of 
Resurrection Hospital, Chicago. He 
wasformerly 
assistant ad- 
ministrator of 
Presbyterian- 
St. Luke’s Hos- 
pital, Chicago. 
Prior to joining 
Presbyterian- 
St. Luke’s Hos- 
pital, Mr. Le- 
compte was as- 
sistant manager 
of Queen Mary 
Veterans Hospital, Montreal, Can- 
ada, for four years; he has been 
in the hospital field for the last 
13 years. 


MR. LECOMPTE 


@ Rear Adm. Ocie B. Morrison Jr. (MC, 
USN), district medical officer, Elev- 
enth Naval District, San Diego, 
Calif., has retired after more than 
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33 years of active naval service. 
Adm. Morrison helped establish 
the Navy Hospital in Seattle and 
was formerly commanding officer 
of the Navy Hospital, Portsmouth, 
Va. 


@ Harold G. Michaels has been ap- 
pointed assistant professor of hos- 
pital administration in the = 
University 
graduate pro- 
gram in hospital 
administration, 
Atlanta. Mr. 
Michaels was 
formerly a lec- 
turer in the pro- 
gram. He is a 
graduate of the 
program in hos- 
pital adminis- MR. MICHAELS 
tration of the 

University of Pittsburgh’s Gradu- 
ate School of Public Health. 


@ Joseph K. Owen, Ph.D., has been 
appointed administrator of the 
District of Columbia General Hos- 
pital, Washing- 
ton. He was 
formerly assist- 
ant director of 
Virginia’s seven 
state mental 
hospitals. Mr. 
Owen, as ad- 
ministrator of- 
the hospital, is 
taking over a 
newly-created MR. OWEN 
post temporarily 

replacing that of hospital super- 
intendent. He succeeds Philip A. E. 
Stebbing, M.D., who has entered 
private practice. Prior to assuming 
his state post, Mr. Owen was di- 
rector of the. Medical College of 
Virginia’s school of hospital ad- 
ministration and professor of hos- 
pital administration. Mr. Owen re- 
ceived a doctorate in_ hospital 
administration from the University 
of Iowa. 


@ Mother M. Raphael has been ap- 
pointed superior-administrator of 
Holy Rosary Hospital, Miles City, 
Mont. She was formerly reverend 
mother general of the Presenta- 
tion Sisters. 


@ Mother M. Roseanne Mcllvoy has 


been appointed administrator of 
St. Ann’s Hospital for Women, Co- 
lumbus, Ohio. She succeeds the 
late Mother M. Martha Gearhart. 


@ William F. Mylichreest has been ap- 
pointed administrator of Little 
Falls (N.Y.) Hospital. He was 
formerly assistant administrator of 
Richmond Memorial Hospital, Sta- 


ten Island, N.Y. Mr. Mylchreest is 
a graduate of the Columbia Uni- 
versity program in hospital admin- 
istration. 


@ Robert Nordham has been ap- 
pointed assistant administrator of 
Brewster Methodist Hospital, Jack- 
sonville, Fla. He has been associ- 
ated with various hospitals for the 
past 10 years and is a graduate of 
the Duke University program in 
hospital administration. 


@ Edward H. Noroian has been ap- 
pointed director of research and 
development at the University of 
Maryland Hos- 
pital, Baltimore. 
He was formerly 
executive aide 
at Hartford 
(Conn.) Hospi- 
tal and at Pres- 
byterian Hospi- 
tal, New York 
City. Mr. No- 
roian holds ad- 
vanced degrees 
from Columbia 
University and Yale University. 
Mr. Noroian’s responsibilities in his 
new position are to improve serv- 
ice to patients as well as improving 
hospital operations in general. 


MR. NOROIAN 


@ Sister Charles Raymond has been 
appointed administrator of Provi- 
dence Hospital, Anchorage, Alaska, 
replacing Sister Mary of Nazareth who 


was transferred to St. Joseph’s 
Hospital, Burbank, Calif. Sister 
Charles Raymond was formerly 


personnel and business mianager 
of Providence Hospital, Oakland, 
Calif., and Providence Hospital, 
Everett, Wash. 


@ Sister M. Bathildis has been ap- 
pointed administrator of St. 
Michael’s Hospital, Newark, N.J. 
She was formerly administrator of 
St. Anthony’s Hospital, Columbus, 
Ohio. 


@ Sister Mary Eusebius has been ap- 
pointed administrator of St. Fran-_ 
ces Cabrini Hospital, Alexandria, 
La. She was. formerly associated 
with Schumpert Memorial Hospi- 
tal, Shreveport, La. 


@ Sister M. Regine, F.S.P.A., has been 
appointed administrator of St. An- 
thony’s Hospital, Carroll, Iowa. 
She was formerly associated with 
Sacred Heart Hospital, Idaho Falls, 
Idaho. | 


@ Sister M. Regula, O.S.F., has been 
appointed administrator of St. 
John’s Hospital, Springfield, III. 
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For More Details 
See Your Palm Gown 
Representative 


Geo. Berbert & Sons. Inc. 
Denver, Colorado 

Bischoff’s 

Oakland, California 

Brown & Day, Inc. 

St. Paul, Minnesota 

Colonial Hospital Supply Co. 
Chicago, Illinois 

Columbus Hospital Supply Co. 
Columbus, Ohio 

Cosmevo Surgical Supply Co. 
Paterson, N. 

Crosby Sur Co. 

Omaha, Nebraska 

Curtis Surgical Supply Co. 
Waco, Texas 

Donley Medical purely Co. 
Lincoin, Nebraska 

Fidelity Medical Supply Co. 
Dayton, Ohio 

Goetze- Co. 

Kansas City, Missouri 

G. A. Ingram Co. 

Detroit, Michigan 

Invalid ae & Supply Co. 
Marion, Indian 

Kreiser’ s inc 

Sioux Falls, South Dakota 
Melton Co., Inc. 

Oklahoma City, Oklahoma 


Mid-Continent Surgical SupplyCo. 


Tulsa, Oklahoma 
Mills Hospital Supply Co. 
o, Illinois 

T. J. Noonan Co. 
Boston, Massachusetts 
Physicians & Hospitals Supply Co, 
Minneapolis, 
Physicians 
Physicians Co. 
Sa t Lake City, Utah 
Schuemann-Jones Co. 
Cleveland, Ohio 
Seiler Surgical Co. 
Omaha, Nebraska 
Shaw Surgical Co. 
Portiand, Oregon 
Shipman Surgical Co. 
Seattle, Washington 
Sioux City Surgical Co. 
Sioux City, lowa 
Standard Medica! & Surgical Co. 
Des Moines, la 
Suburban Surgical Supply Co. 
Evanston, Illinois 
Surgical Sales Co. 
Portiand, Oregon 
Surgical Selling Co. of Texas, 
Houston, Texas 
U. S. Hospital Supply Co. 
New York, N. Y. 


EXTRA ROOMY SLEEVES for cast and heavy 
bandage coverage. No rolling or slitting neces- 
sary. Merely unsnap sleeve closures. 


Gowns meet the 
Weed of Today's 
fechniques 


SNAP CLOSURES on shoulders and sleeves 
make it possible to change a patient's gown with- 
out interrupting IV, causing pain or discomfort. 


ONE SIDE or entire chest can be exposed by 
merely unsnapping sleeve and shoulder closures. 
Babies are never exposed to possibility of con- 
taminated gown. 


CHANGE GOWNS without lifting or turning 
patient. Excellent in cases where patient is com- 
petely immobile such as severe cardiac, shock 
or hemorrhage. 


Now a patient gown that truly meets the needs of modern hospital and medical 
techniques. Palm Gown’s unique design permits instant exposure of any part of 
a patient without removing, tearing or slitting gown. And gowns can be changed 
without interrupting vital treatment such as IV. 


One piece construction and scientifically placed snap closures on shoulders and 
sleeve as well as on the back, affords complete flexibility, eliminates nuisances of 
old-fashioned tie-tapes. Palm Gowns save money, too. No tearing feature reduces 
heavy losses in discarded gowns. No ironing necessary to save hundreds of precious 


hospital manhours, 


‘PALM GOWN COMPANY, INC. 
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ORIGINAL 


FLEX- STRAW. 


# Proved in a decade of hospital use. 
= Extra-strength paper ...% inch diameter. 


For hot liquids, coated with high 
| resistant micro-crystalline wax. 


_® Hospital surveys prove FLEX-STRAWS _ 
cost less. 


# Added protection plus economy! 


CANADIAN DISTRIBUTOR: CONTACT YOUR 
ngram & Bell, Ltd. = : 
wine, | FLEX-STRAW 
DISTRIBUTOR 
FLEX-STRAW CO.,Intt FOR CURRENT QUOTATION 


2040 BROADWAY, SANTA MONICA, CALIF. ' 
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SEAFOOD 
AU GRATIN 


VARIATIONS LENTEN THEME 


BAKED FILLETS 
WITH PUFFY CHEESE SAUCE 


The following groups have contributed 
the recipes and photographs featured in 
this article: Kraft Foods, Chicago (indi- 
vidual cheese souffles, cheemato soup and 
cheese sauce); J. Heinz Company, 
Pittsburgh (cream of mushroom § soup, 
seafood au gratin, tomato rarebit, Boston 
Style vegetarian vegetable clam chow- 
der); U. S. Department of Interior, Fish 
and Wildlife Service, Bureau of Com- 
mercial Fisheries, College Park, Md. 
(baked fillets with puffy cheese sauce 
and oven-fried fillets), and General Foods 
Corporation, White Plains, N.Y. (shrimp 
in dil! sauce and tuna chop suey). 
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| & MAY BE meatless, but it’s still 
good!”’ 

The 11 entrees that follow have 
been chosen as being most likely 
to bring forth comments like this, 
not only from patients who 4re 
observing Lent but also from those 
who are not. Although they were 
selected primarily for use during 
the Lenten season, these recipes 
can be featured on any Friday 
menu or on the lighter supper 
menus used in many hospitals. 

Cheese is an obvious choice for 
Lenten menus, but this individual 
cheese souffle bears little resem- 
blance to the general run of “meat 
substitute’ dishes. High in protein, 
this entree also can be served to 
patients on modified diets. Here 
are the ingredients and directions 
for preparing 40 souffles: 


INDIVIDUAL CHEESE SOUFFLES 
(1 ¢. per serving) 


ec. oleomargarine 
oz. flour | 
qt. scalded milk 
thsp. salt 
lb. sharp cheddar cheese 
shredded 

24 eggs, separated 

1. Make white sauce with the 
margarine, flour, milk and _ salt. 
Add shredded cheese, stirring until 


— 


cheese is melted and sauce is 
smooth. 

2. Add beaten egg yolks. Cool 
slightly. 

3. Fold into the stiffly beaten 
egg whites. 


4. Pour 1 c. of mixture into 


each 40 individual, ungreased cas- 
serole. 

5. Bake in slow oven, 300°F., 
approximately 40 min. or until 
firm. 

Fresh or frozen fish fillets baked 
in cheese sauce provide a colorful 
and flavorful fish fare for patients 
on the normal diet. The recipe 
follows: 


BAKED FILLETS 
WITH PUFFY CHEESE SAUCE 
(50, two and one-half ounce portions) 
9 Ibs. fresh or frozen fillets 
10 oz. mayonnaise 
2 oz. drained sweet pickle relish 
4 oz. grated cheese 
egg yolks 
1 thsp. salt 
egg whites 

1. Thaw frozen fillets. Divide 
into serving-size portions, using 
2% oz. as an average weight. Place 
in a single layer in well-greased 
baking pans. 

2. Combine mayonnaise, relish, 
cheese, egg yolks, and salt. 

3. Beat egg whites until stiff and 
fold into sauce. 

4. Cover fish with sauce. 

5. Bake in 350°F. oven approxi- 
mately 30-40 minutes or until the 
fish flakes easily when tested with 
a fork and the sauce is brown. 

Seafood Au Gratin combines 
shrimp, crab meat and a third fish 
of your choice in a mushroom- 
soup base sauce. Served on egg 
noodles, this entree is best ac- 
companied by a green vegetable, 
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OVEN-FRIED FILLETS 


such as buttered asparagus spears. 
Here is the recipe: 


SEAFOOD AU GRATIN 
(48 servings) 
Ibs. egg noodles 
2 qts. water 
2, 5l-oz. cans condensed cream of 
mushroom soup, undiluted 
2 Ibs. cooked shrimp, cleaned, 
diced 
2 Ibs. cooked crab meat, cleaned, 
diced 
Ibs. cooked fish, diced 
qts. soft bread crumbs 
oz. butter or margarine, melted 
1!, Ibs. process sharp cheese, grated 

1. Heat oven to 375° F. 

2. Cook noodles in boiling, salted 
water. Drain, rinse... 

3. Blend water with soup; add 
shrimp, crab meat and fish. 

4. Measure noodles (%%4 c. each) 
into 48, individual casseroles. Top 
each with ™% c. soup and seafood 
mixture. | 

5. Top with buttered crumbs 
and cheese. 

6. Bake in 375° F. oven 20-25 
| min. or until lightly browned and 
4 hot. 


The popular soup and sandwich 
- meal also offers possibilities for 


CREAM OF MUSHROOM SOUP 


double boiler; add to hot soup. 
Heat until blended. 

3. Serve over toast or scrambled 
eggs. 

Oven-fried fish fillets are easy 
to prepare in quantity and are 
just perfectly browned for most 
patients’ tastes. The recipe below 
requires only 15-20 minutes bak- 
ing time: . 

OVEN-FRIED FILLETS 

(50, two and one-half ounce portions ) 
10 Ibs. fresh or frozen fillets 

1 tbsp. salt 

2 c. milk 

1 Ib. dry bread crumbs 

8 oz. melted fat or oil 


TOMATO RAREBIT 
1. Thaw. frozen fillets. Divide 


Lenten menus. A large bowl of 
cream of mushroom soup is a Sat- 
isfying accompaniment for a tuna 
fish salad sandwich. For 25, eight- 
ounce servings of soup, dilute 2, 
fifty-one ounce cans of condensed 
cream of mushroom soup with 
equal quantities of water. Serve 
piping hot. 

Tomato Rarebit turns the pop- 
ular breakfast food—scrambled 
eggs—into an attractive luncheon 
entree. The tomato-cheese sauce 
is served over eggs and accom- 
panied by a green vegetable. 


TOMATO RAREBIT 
(50, one-half cup servings) 

2. 5l-oz. cans condensed cream of 
tomato soup, undiluted 

qt. milk 

thsp. prepared mustard 

tsp. pepper 

Ibs. process sharp cheese, grated 
1. Combine first four ingredients 
in top of double boiler; heat. 

2. Melt cheese in top of second 


into serving-size portion, using 
2% OZ. aS an average weight. 

2. Add salt to milk. Dip fillets 
in milk, then roll in crumbs, us- 
ing a small amount at a time. Place 
in a single layer in well-greased 
baking pans. 

3. Pour fat or oil over the fish. 

4. Bake at 500° F. approximately 
15-20 min. or until fish is browned 
and flakes easily when tested with 
a fork. 

x * 

Tomato and cheese are once 
again combined into a tempting 
appetizer labeled Cheemato Soup. 
This soup may also be_ served 
with a meatless sandwich for 
lunch. Here is the soup recipe: 


CHEEMATO SOUP 
(16, eight-ounce servings ) 
1 can condensed tomato soup 
(3 Ibs. 3 oz.) 
Water 
214 Ibs. triple use cheese spread 
1. Add an equal quantity of 
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How food service operators 


sell more 


Example: Friday Sea-Burger—new menu sensation 


What meets the eye and what’s in “the makings” determine 


how well your sandwiches sell. That’s why it’s so important to 


garnish each plate attractively ... and to serve Kraft famous 
cheeses, mayonnaise and other sandwich ingredients—all prod- 
ucts that are already favorites with your customers. 


FRIDAY SEA-BURGER: Addition of Kraft Ribbon Slices to 
tunaburgers has proved to be a wonderful sales accelerator. 
Wherever it’s been introduced—from cafeterias to restaurants— 
Friday Sea-Burger has won a permanent, profitable place on 
the menu. Now’s a good time to offer this deluxe burger to 
your customers. (See illustration below.) 


SAVOR IN SANDWICHES 
Get real economy and 
superior results with 
Kraft’s quality marga- 
rine. Melts fast on the 
griddle, spreads smoothly 
on sandwiches. Also use 
it for extra flavor on hot 
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BIGGEST LITTLE ASSET 

| | 
Quickest way to pyramid ' vegetables ... and in 
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profits from sandwiches is to 
become a stylist with pickles 
and olives. Change a drab 
plate to a dramatic one that 
will warrant a higher mark- 
up. Kraft’s complete line of 
firm, fine-flavored, size- 
graded pickles, and green 
and ripe olives, puts extra 
sales-sizzle on each sand- 
wich plate. 


your bake shop. 


sandwiches 


FRIDAY SEA-BURGER RECIPE 


Serving: 1 fish cake and 1-ounce Kraft Ribbon Slice per bun 


INGREDIENTS 24 SERVINGS 

1. Tuna fish, drained and flaked 3 pounds 
Miracle Whip Salad Dressing 2 cups 

Ory bread crumbs % cup 

Onion, finely chopped 1 tablespoon 
Kraft Dill Pickles, chopped M% cup 

Sait teaspoons 
Celery sait 1% teaspoons 


2. Fine dry bread crumbs 
Kraft Oleomargarine 


Hamburger buns, split, toasted 2 dozen 
Kraft Ribbon Slices Pasteurized 
Process American Cheese 24 1-ounce slices 


1. Combine all ingredients, mixing well. 

2. Using a No. 12 scoop (44 cup) for portioning, shape 
into cakes 3 inches in diameter. Roll in crumbs, 
covering both sides. Sauté on both sides in mar- 
garine or bake in greased baking pans in a moder- 
ate oven, 350°, until brown. 

For each serving, place a hot fish cake on the 
bottom half of a bun and top with a slice of cheese. 
Place under the broiler until cheese is melted: Re- 
place the top of the bun. Serve immediately. 


GRILLED CHEESE ON TOAST—COST: 9¢— 


does well at many luncheonettes when offered as a 
man-sized portion on an attractively garnished plate. 
Food cost is only 9¢, so you can price it for a better- 
than-normal profit. 


Popular Pair: Deluxe Friday Sea-Burger, and Grilled Cheese on White 
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successful ideas for 
selling more... 


Last on the menu, desserts are first 
in profits when made with 

Kraft’s new Flavored Gelatins, 
Puddings and Pie Fillings. 


_ 


Gelatin ‘ udes, ike colored yStais make attrac tive yet very 
Meringue Pie and Chocolate Pudding are equally good sales-clinchers. 


Kraft’s new gelatins are refreshingly like the natural fruit! 


They excel, not only in flavor, however, but in all the other 
qualities you need. 

Actually, this is your formula! It was specifically devel- 
oped to meet the exacting requirement of volume feeding. 
That’s why these new Kraft gelatins give such exceptional 
results for every gelatin recipe. 

They dissolve quickly, set fast and stand up well for re- 
markably long periods. The colors are clear, bright and 
natural, producing desserts (or salads) of sparkling clarity. 
Your customers will enjoy the delightful aroma, tender 
texture and delicious, ripe-fruit taste. 

For your convenience, Kraft gelatins come in a new-type 
easy-to-open package, sarhe color as the flavors: Straw- 
berry * Lime * Cherry * Lemon * Raspberry * Orange * 1!2 
and 41% lb. pkgs. 


economical desserts. Lemon Knott 


New Kraft Pie Fillings and Puddings 


These new Kraft dessert products are excellent and versa- 
tile. Preparation is simple .. . Little time or labor is re- 
quired ... cost is low. This, plus the fact that you can make 
sO many popular desserts from them, is a good omen for 
your profits. 

Keep all four Kraft Pie Fillings and Puddings— Chocolate, 
Vanilla, Lemon, Butterscotch —on your dessert-pantry 
shelves. 142 and 5 lb. pkgs. Lemon—15s and 5 lb. pkgs. 


é 
oon ® | Kraft quality from your kitchen 


brings customers to your tables 
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water to the soup, and heat. 
2. When very hot, add _ the 
cheese spread; stir until thor- 
oughly blended. 
3. Serve piping hot. 


Rich, smooth cheese sauce al-— 


ways introduces a flavorful addi- 

tion to seafood, vegetables, and 

for service of Welsh Rabbit. Here 

is a recipe for cheese sauce: 
CHEESE SAUCE 

(48, one-third cup servings ) 
oz. oleomargarine 
oz. flour 
tsp. flavorizer 
qts. milk 
tsp. dry mustard 
tsp. cayenne 
ce. worcestershire sauce 
lbs. pasteurized process cheddar 
cheese, cubed 

1. Melt margarine. Blend in flour 
and flavorizer. Gradually add the 
milk, stirring constantly, and cook 
until smooth and thickened. 

2. Add the mustard, cayenne, 
worcestershire sauce and cheese, 
stirring until the cheese is melted. 

3. Serve cheese sauce over veg- 
etables, on seafood, or as a Welsh 
Rabbit. 


* 
Sour cream sauce that features 
fresh dill and white wine provides 
a flavorful base for this shrimp 
casserole. Here is the recipe: 


SHRIMP IN DILL SAUCE 
(4 gal. shrimp and sauce) 
Ibs. medium shrimp, A.P. 
Ibs. shortening 
Ib. flour 
jars (1% lbs.) onion soup base 
4% qts. water 
4% qts. sour cream 

3 c. chopped fresh dill 

dry white wine (optional) 

1. Shell and devein shrimp; then 
cook in boiling water until just 
tender and drain. 

2. Melt shortening; stir ‘in flour 
and soup base. Add water and cook 
and stir constantly until slightly 
thickened. 

3. Stir in sour cream and heat; 
add shrimp, dill and wine. 

4. Serve over rice. 

Tuna, a fish favorite, is sub- 
stituted in the basic beef or veal 
chop suey for offering on Lenten 
menus. Here is the recipe: 


TUNA CHOP SUEY 
(24, two-thirds cup servings) 
1% lbs. celery strips (approximately 


wen S 
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CHEESE SAUCE 


SHRIMP IN DILL SAUCE 


4 by 1% in.) 2 Ibs. coarsely flaked tuna fish, 
12 oz. sliced onions drained 
8 oz. coarsely chopped green 4 oz. well drained bean sprouts 
peppers 3 qts. cooked rice | 
3% oz. shortening 1. Cook celery, onions and green 
1% qts. drained liquid from bean peppers in shortening for approx- 
sprouts plus hot water imately 5 min.—do not over- 
2 tsp. salt | cook; vegetables should be crisp. 
2-33 ¢ minute tapioca 2. Add bean sprout liquid and 


44°73 Co SOY sauce hot water to vegetables with salt, 


CHEEMATO SOUP 
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Most simple, natural, 
efficient system of all! 


Available in 2 capaci- 
ties: 22-tray and 30- 
tray — a Mercury ex- 
clusive! 


The easiest to learn and most natural to operate. 
Reavires no skilled personnel . . . frees nurses for 
full-time nursing duties. Gives dietitian complete 
control over makeup of trays — assures the speci- 
fied menv for every patient. Serves food hot, palat- 
able... and FAST! Mercury Control results in less 
waste and tremendous saving in food requirements. 


Only with MERCURY can you provide the 
“Continental Touch" of individual plate covers 
— that surprise factor that makes the meal more 
appreciated. Plate covers prevent the transfer 
of food flavors between plates. . . keep food 
piping hot right up to the bedside. MERCURY 
plate covers are designed specifically for -) 


pital use . . . write for literature. 


3 Simple to load — meals dished up complete and 
checked for accuracy before leaving kitchen. 

@ Fastest to load and unload (3 minutes). 

@ Delivers the complete tray — everything dished 
up and ready to go with juices and liquids right 
on the tray. Accomodates STANDARD 10 ox. 
glasses — a Mercury exclusive! 

@ Heoted section keeps food hot EVEN WITH 
THE DOOR OPEN —oa Mercury exclusive! 

@ Refrigerated section (optional) built airtight like 
@ commercial refrigerator; 4 H.P. heavy duty 
sealed compressor can be adapted to conveyor 
at any time — o Mercury exclusive! - 

@ Utilizes STANDARD trays and dishes available 
from any source — a Mercury exclusive! 

@ Most sanitary; everything inside closed cabi- 
nets; slides easily removable for washing in 
dishwasher. NO STICKING DRAWERS! 

@ Ruggedly built by a manufacturer with 23 years 
experience in the heavy guage kitchen equip- 
ment industry. Mercury “stands the goff'’. 


FREE DEMONSTRATION 


Ask about a free demonstration in your own hos- 
ital . . . with no obligation to buy. WRITE FOR 
ATURE AND COMPLETE INFORMA. 


STEELE-HARRISON MFG. CO. 


1832 SW. Adams St., Peoria, Illinois 
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TUNA CHOP SUEY 


minute tapioca and soy _ sauce. 
Cook, covered, 5 min., stirring oc- 
casionally. 

3. Add tuna fish and bean 
sprouts, cover, and simmer a few 
minutes to heat. 

4. Serve chop suey on rice. 
Garnish with toasted almonds or 
serve with crisp Chinese noodles.® 

x * 

Clam chowder, an old-time fav- 
orite, is merged with vegetarian 
vegetable soup into a new inter- 
esting combination called Boston 
Style vegetarian vegetable clam 
chowder. Here is the recipe: 


BOSTON STYLE VEGETARIAN 
VEGETABLE CLAM CHOWDER 
(25, eight-ounce servings ) 
1, S5l-ounce can condensed clam 
chowder, undiluted 
1, 5l-ounce can condensed vegetarian 
vegetable soup, undiluted 


BOSTON STYLE VEGETARIAN 
VEGETABLE CLAM CHOWDER 
Water as directed 
1. Dilute cans of soup with equal 
quantities of water, mix, and heat. 
2. Serve piping hot. 


NOTES AND COMMENT 


Obesity a disease factor, nutrition scientist says 

“Seven out of 10 leading causes of death and crippling diseases are 
associated with the condition of being obese.’’ This view was expressed 
by nutrition scientist, Charles G. King, Ph.D., D.Sc., executive director 
of the Nutrition Foundation, New York, at a recent meeting of the Ameri- 


can Chemical Society. 

Dr. King said records show that 
approximately 25 per cent of the 
nation’s population is overweight 
enough, from excess stored body 
fat, to influence health negatively. 
“Basically,” the biochemist ex- 
plained, “‘the main issue is simply 
one of eating and drinking more 
calories than the body expends. 


..But, no one knows the degree in 


which other factors are at fault 
such nutritional imbalance, 
genetic susceptibility, smoking, in- 
fections, emotional tensions, alco- 
holism and other factors that ap- 


pear to be part of the picture.”’ 
Dr. King stated that the present 


situation with respect to arthero- 


sclerosis is a prime example. He 
said that although some individu- 
als “go out on a limb pretty far” in 
proclaiming that their opinions 
have been established, most of the 
leading research scientists agree 
that there is no clear evidence to 
show what the dominant causitive 
factors are, with respect to either 
artherosclerosis or related 
breaks in health. 

The Nutrition Foundation di- 
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rector noted that “the present 
trend in patterns of living with 
respect to decreasing the physical 
work output of men, women and 
children probably will continue 
because of the availability of low- 
cost energy in gasoline, electricity 
and radioactive materials, in- 
creased mechanization of living 
and the tendency to adept seden- 
tary forms of recreation and 
work.” This, together with an 
abundance of attractive foods and 
relatively high incomes, he said, 
will tend to increase the risks of 
more widespread obesity, unless 
educational measures are greatly 
improved. 

Among the major educational 
changes that need attention, ac- 
cording to Dr. King, are the 
following: 

1. Adjustment of school curric- 
ulums and textbooks so _ that 
principles of nutrition and the 
significance of good food habits 
will be a regular instead of an 
accidental feature of elementary 
and intermediate schools. 

2. Attractive and effective edu- 
cational media as a regular feature 


of merchandising foods, as in the 
supermarkets and chain stores. 

- 3. Need for both voluntary and 
legislative action to protect the 
public and the food industry with 
respect to advertising and other 
promotional activities. bad 


Peanut butter sauce 
for ice cream or cake 


With peanuts and peanut prod- 
ucts on the Department of Agri- 
culture plentiful foods list, here is 
one suggestion for using peanut 
butter in a flavorful dessert that 
should be particularly pleasing to 


_ patients on the children’s ward. 


This recipe for peanut butter 
sauce was developed for Alabama 
Peanut Producers Association: 


YUMMY PEANUT BUTTER SAUCE 
(Yield: 2% qts.) 
2 Ibs. light brown sugar 
2 lbs. light corn syrup 
10 oz. water 


‘12 oz. peanut butter 


4 oz. marshmallows, cut in quarters 
2, 10% oz. cans evaporated milk 


1. Combine sugar, corn syrup 
and water. Cook and stir until 


sugar dissolves. Continue cooking 
to 238°F. or a soft ball. 

2. Remove from heat and add 
peanut butter and marshmallows. 
Stir until blended. Cool. 

3. Add milk. Mix well. 

4. Serve on ice cream or cake. 8 


North Carolina food institute 
scheduled for April 


The seventh annual North Caro- 
lina hospital food service institute 
will be held April 8-10 at State 
College in Raleigh. This institute 
is planned for administrators, food 
service supervisors and other food 
service personnel in hospitals of 
more than 20 beds. 

The institute is sponsored by the 
North Carolina Hospital Associ- 
ation, the state dietetic association 
and the state board of health. 

Registration fee is $7.50 for per- 
sons working in North Carolina 
and $10 for out-of-state regis- 
trants. Food service supervisors 
working in other states who would 
like to attend the institute should 
write to the Nutrition Section, 
North Carolina State Board of 
Health, Raleigh, N.C. s 
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‘Utility Carts Tray Trucks Lab Carts 


<< Pay Their Way Saving Minutes Each Day! 


UTILITY CARTS FOR EVERY HOSPITAL NEED! 


Look at the choice you have for dressing carts, medicine SPECIFICATIONS 
carts, mobile equipment and instrument stands . . . for serv- 
ing and clearing carts in kitchen and cafeteria! All are | | Bee 
outstanding values: made of easy-to-clean stainless steel Carrying Capacity ibs. | 2001s. | | 4001s. | 500 ibs. 
. . designed for smooth, silent handling . . . built for years Standard Bumpers | 
of dependable service. And even if you save only minutes a 
day with a LAKESIDE utility cart, it pays for itself in a year! pRIeE G08 Wiweshee, Wie) $33.05 | $eoes | $51.00 | $56.75 | $e0.25 


TRAY TRUCKS 


Here's the answer to 


®@ fast, efficient tray serv- 
ice to rooms ... 


® portable shelf spacein 
kitchens ... 


holding servings pre- 4 - 


pared in advance... 


®@ movable shelves for 
walk-in refrigerators 


@ many other fuses! 


“AUTOMATE”’ 


FOOD SERVICE 


SAVES BREAKAGE 


Especially designed for glass- 
ware, bottles, laboratory instru- 
ments and supplies. Has 2” 
guard rail on all shelf edges. 
All other specifications same as 
Model 422 above. Shipping 
weight 49'/2 Ibs. 


Model 526 Laboratory Cart 
Price (FOB Milwaukee) $64.50 


With All Shelf Edges Down: LIGHTWEIGHT, 
wih 3 cages Up, 1 Dewn: 
Wile 21135” LOW-COST 
Overall Height 4542” 
Approx. Clearance between Shelves. 11” TUBULAR CARTS 
Stainless Stee! in Shelves 
' Stainiess Steel in Uprights 16 gage | 16 gage | 16 gage | 16 gage | 16 gage | 16 gage Ve ” 
Carrying Capacity 500 ibs. | 500 ibs. | S00 Ibs. S00 ibs. | 500 ibs. | 500 ibs x 24 
Wheels: 2 swivel, 2 fixed (STD. . Equip). 5” Dia. | 5” Dia. | 5” Dia. § 5” Dra | 5S” Dia. | 5” Dia. shelves with 2 casters, 2 8 
Standard Bumper Equipment ......... § Strip and | Strip and | Strip and Strip and | Strip and | Strip and wheels - - + + + $29.95 
Handle Handle Handie Handle Handie Handle 
81 ibs 102 Ibs. | 135 Ibs. 122 Ibs. | 153 Ibs. | 190 Ibs Model 688 (right) 151 x 24” 
PRICE (FOB Milwaukee, Wis.) $114.25 | $138.08 | $172.08 | $210.00 | $260.00 ad « « « $26.95 
OPTIONAL Equipment at extra cost “Channel bumper, al! swivel Channe! bumper, al! swivel 
caster wheels, 8” swivel caster wheels, 8” swivel 
and/or fixed wheels. and/or fixed wheels. . 
UTILITY PANS Model 111 . for 311, WASTE BOXES Model 131... for 311, UTILITY BOXES Model 141... for 311, 


411, 444, 459, 655, 688 
corts. 21 x 14, x 5”. $12.60 


Model 122 for 322, 422, 
526 corts. 24 x aa * 


Prices FOB Milwaukee, slightly higher in West. Subject to change. 


. INC. 
America's Leading Manufacturer of Stainless Sheol Carts and 
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411 corts. 144) x 12 x 5%” 411 corts. 14%) x 6 x 5%" 
$12.60 $9.50 
Model 142 for 322, 422, 


132 for 322, 422, 
526 carts. 16% x 6x 5%" 
$10.50 


Model 
526 carts. 16% x 12 x 5%,” 
$13.40 


1967 SOUTH ALLIS STREET 
MILWAUKEE 7, WISCONSIN 


Ge 
Ph .-in Food Service, Tray Service...as Dressing Carts, Medicine Carts 
322 11 422 444 
LABORATORY CART 
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American Hospital Association PURCHASING GUIDE 


This purchasing guide is the last of a series 
developed or brought up to date during the 
last year by and for members of the American 
Hospital Association Personal Membership 
Department for Hospital Purchasing Agents. 
The guides were presented for comment and 
criticism of Department members in the Hos- 
pital Purchasing Agents’ Newsletter. They 


ITEM: THERMOMETERS, CLINICAL 


FED. CLASS NO. 6515, Medical and 
Surgical Instruments 


FED. GROUP NO. 65, Medical, Dental and 
Veterinary Equipment and Supplies 


KEY POINTS: 


1. Hospitals should standardize on either 
Fahrenheit or Centigrade thermometers. 
The following points are developed as ap- 
plying to both types unless otherwise in- 
dicated. 

2. Types: 1—Flat magnifying lens. 

2—-Triangular magnifying lens. 

3. Styles: 1—Oral (cylindrical) bulb with 

Fahrenheit or Centigrade scale. 
2—Rectal (pear-shaped) bulb with 


Fahrenheit or Centigrade scale. 


3—Stubby (oral or rectal) with 

| Fahrenheit or Centigrade scale. 

4. Minimum over-all length should be 3 7/8 

in., With not more than 9 degrees per inch 

of scale on a Fahrenheit thermometer or 

more than 5 degrees per inch of scale on a 
Centigrade thermometer. 

Do. The range of the scale should be at least 


96 degrees to 106 degrees Fahrenheit or 


from 35.5 to 41.0 degrees Centigrade. 

6. Fahrenheit thermometers should be gradu- 
ated in 0.2 degrees, with each degree mark 
longer than intervening marks. Centigrade 
thermometers should be graduated in in- 
tervals of 0.1 degrees, with each degree 
and half-degree mark longer than the in- 
tervening marks. 
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have been included in this and in preceding 
issues of this Journal in order to make them 
more widely available to hospital people re- . 
sponsible for purchasing. Pages on which the 


guides appear are perforated so that they 
can be easily removed and filed for future 


reference. 


7. Graduation marks should be straight, even 
spaced, and of uniform width. 

8. Width of the graduation marks should be 
not greater than 0.012 inch nor less than 
0.004 inch, but the width in no case should 
be more than the distance between gradua- 

marks. 

9. Numerals should appear on the scale at 
every even degree mark on the Fahrenheit 
scale and at every degree mark (except 37 
degrees) on the Centrigrade scale. 

10. Each thermometer should bear a legible 
serial number and trade mark and/or name 
of the manufacturer. 

11. All marks, numerals, and indentification 

marks should be readily legible. 

12. All marks should retain their pigment 
when subjected to retention tests. 

13. The graduation at 98.6 degrees on the Fah- 
renheit scale should be designated by an 
arrow or other suitable mark. The gradua- 
tion at 37 degrees on the Centigrade scale 
should bear a similar mark. 

14. All thermometers should be aged by either 
natural or artificial means so that the per- 
formance requirements involved will be 
met after the thermometer is sold. 

15. All thermometers should be certified to 
meet or exceed the material construction 
and performance requirements listed in 
the references below. 


TESTS: 


1. References 1 and 2 describe a number of 
tests applicable to this product and capable 
of being performed in a hospital. 

2. All tests for accuracy should use profession- 
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ally tested and certified thermometers for 
comparison. 

Retention of pigment tests should utilize 
the hospital’s sterilization agents and tech- 
niques. Tests described in the references 
are suitable for a standard product; how- 
ever, some thermometers will retain their 
pigment better than others for different 
sterilization products and procedures 


REMARKS: 


1. 


A sample of every order should be tested 
for quality and accuracy. Hospitals have 
been known to receive lots that failed to 
meet rigid federal government specifica- 


2. The presence of unhealed fire cracks, frac- 


tures, multiple column separations and dirt 
in columns are indications of poor work- 
manship. Such instruments should be 
rejected. | 


REFERENCES: 
1. U. S. Department of Commerce Commer- 


cial Standard CS1-52, Clinical Thermom- 
eters. U. S. Government Printing Office, 
Washington 25, D.C. 5 cents. _ 

Federal Specifications GG-T-3lla, F.SS., 
G.S.A., Thermometers, Self-Indicating, 
Mercury in Glass, (Fever). U. S. Govern- 


tions. 


ment Printing Office. 10 cents. 
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Floor maintenance machine 
(5D-1) | 
Manvfacturer's description: Powered b 
four heavy-duty batteries, this 
floor maintenance machine is ex- 
tremely quiet, requires no cord or 
cable, and produces no fumes. The 
unit enables one operator to lay 
the cleaning solution, scrub the 
floor, vacuum up the dirty solution, 
and damp-dry the floor all in one 


operation. As a dry cleaner, the 
machine polishes and picks up all 
dust and loose dirt as it propels it- 
self over the floor. Under normal 
operating procedures, the machine 
will run four hours on one full 
battery charge. Advance Floor 
Machine Co., Dept. H5, 4100 Wash- 
ington Avenue North, Minneapolis, 
Minn. 
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Lead plastic apron (5D-2) 
Manufacturer's description: The lead 


plastic apron will stand up under 


almost any temperature. Virtually 
indestructible, the apron re- 
portedly does not stain and is easy 
to clean. The apron clings to the 
body when the technician leans 
over the patient. Picker X-Ray 
Corp., Dept. H5, 25 S. Broadway, 
White Plains, N.Y. 


Patient instruction cards (5D-3) 
Manufacturer's description: A new series 


of cards explains hospital pro- 
cedures to patients in a humorous, 
easily understood way. Illustrated 
with cartoons, the cards tell the 
patient what to expect, step by 
step, in six frequently used pro- 
cedures. Each card can be per- 
sonalized with the hospital’s name 
at no extra. cost. A convenient 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


wy 


storage cabinet is included free 
with each large quantity order. 
Franklin C. Hollister Co., Dept. 
H5, 833 N. Orleans St., Chicago 10, 
Ill. 


Wood furniture (5D-4) 
Manufacturer's description: The bed 


helps eliminate falling-from-bed 
accidents and saves nurses’ time. 
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the original NEW! Quality-built Custom 
| Medi-Kar puts all the security, 


PAYS FOR ITSELF... 


SAVES UP TO 53% NURSING TIME in every medication period! 
One nurse administers up to 48 medications —oral or hypo—on one trip. 
SAVES WASTED MEDICATIONS —in preparation and spillage, 
prevents errors of identity. 


SAVES MONEY FOR YOUR HOSPITAL —with complete 
safety control! 


Custom Model $127.50 | \ Siam Deluxe Model $199.50 
(illustrated) (not illustrated) | 
hammer All 18-8 stainless steel construction, 
tone finish i gleaming polished finish 


e Welded construction throughout 


e Full swivel, ball-bearing 4-inch 
rubber casters 


e Includes syringe rack for 12 hypos, 
1% -qt. covered pitcher, 9x5x2’ 
covered tray for used syringes —all of 
18-8 stainless steel; plus neoprene- 
covered rack for glasses 


Both Models —overali ht: 43° IRE (to tront tabletop: 36") width overall: 24°, depth: 16°. Shpg. wt. 61 Ibs. 


MODELS: Extra stainless steel syringe rack $20.00 
Stainless steel night light. 


OPTIONAL FOR BOTH 


= 


Medi-Kar Broch 
on DEBS HOSPITAL SUPPLIES, INC. 
5990 Northwest Highway - Chicago 371, Ill. 
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It is available with motorized 
gatch spring. The safety over-bed 
table is longer and wider than 
those now in use and has a single 
piece plastic top. The bedside chest 


turing Co., Dept. 
Ave., St. Paul 6, Minn. 


Denture cleaner (5D-6) 
Manufacturer's description: 


has automatic stops on all drawers 
and a spill-proof sliding shelf for 
nurses’ convenience. The ventilated 
bottom drawer accommodates bed- 
pans and other utensils. Wood fin- 
ishes are baked on for minimum 


This 


maintenance. Huntington Furni- 
ture Corp., Hospital Furniture Di- 
vision, Dept. H5, Box 2111, Hunt- 
ington, W.Va. 


Dusting fabric (5D-5) 


Manvfacturer's description: Nonwoven 
fabric is treated to pick up and 
hold dust. The material is not 
paper or cloth, therefore cannot 
scratch and is lint free. The fabric 
contains no oils and can be re- 
used several times without losing 
its effectiveness. It is available in 
rolls 12 in. wide by 30 yds. long 


and is perforated in 18-in. lengths. 
Minnesota Mining and Manufac- 
H5, 900 Bush 


new 
denture washer allows the patient 
to wash a denture without having 
nursing staff or aids touch the 
denture. The nurse only prepares 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 


PRODUCT NEWS 


maintenance machine (5D-1) __._...Drainage collection accessory (5D-10) 
_lead plastic apron (50-2) Medical oxygen unit (5D-11) 

Patient instruction cards (5D-3) Shewer equipment (5D-12) 
furniture (5D-4) Toilet bow! cleaner (5D-13) 
___.Dusting fabric (5D-5) preamplifier (5D-14) 
cleaner (50-6) Plastic cold storage door (5D-15) 
Sortable file cards (5D-7) __..Emergency cot (5D-16) 
marking machine (5D-8) covering (5D-17) 

Refuse container (5D-9) Spray gun for cleaning (5D-18) 


PRODUCT LITERATURE 


Physical therapy-rehabilitation equip- 
ment (5DL-5) 
_...laboratory glassware (5DL-6) 
_..Operating room equipment (5DL-7) 
disposer (5DL-8) 


bleed pack unit (5DL-1) 
Blanket disinfection (5DL-2) 
Plastic products (5DL-3) 

_...... Operating room protection (5DL-4) 


HOSPITAL. 


(Please type or print in pencil ) 
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the solution in the washer. The pa- 
tient places the denture into the 
washer, soaks it, then places the 
unit under warm, running water. 
The nontoxic solution removes 
tartar, calculus, coal tars and 
mucin, and deodorizes. A. C. Alvin 
Co., Dept. H5, 909-A Equitable 
Bldg., Des Moines 9, Iowa. 


Sortable file cards (5D-7) 
Manufacturer's description; This system 


marks the first time the speed and 


a 
eae 
— 


efficiency of both the visible file 
and the edge-punched card have 
been successfully combined into a 
single filing system. The cards, 
which have ae series of holes 
punched around the edges, can be 
coded by notching and sorted with 
a “needle”. The vertical-visible 
filing system offers a feature where- 
in visibility is achieved by cards 
magnetically repelling each other. 
It has application to any perma- 
nent file where reference is fre- 
quent and where selecting or classi- 
fying cards or arranging them in 
order is occasionally done. Busi- 
ness Forms, Inc., Dept. H5, West 
Hartford, Conn. 


Air-driven marking machine 


(5D-8) 
Manvfacturer’s description: New  air- 


driven marking machine can be 
used for identification of linens 
and other articles. It will handle 
any custom engraved die measur- 
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SEALED-IN” STERILITY 
longer lasting, surer protection against bacteria 


THE PROBLEM: How to eliminate time consuming, er sys- 
tems of re-sterilization and re-circulation. 


THE FACT: Steroxcide Gas effectively penetrates and sterilizes the 
contents of sealed polyethylene containers. 


THE SOLUTION: Seal, sterilize and store in- 

struments, equipment or supplies in poly- 

ethylene film. After sterilization, gas quick- 

ly dissipates through film, but air and bac- 

teria cannot penetrate. The new sterility 

is literally ‘“‘sealed Items are STERILE 
SEALED. Sterile shelf life is prolonged in- 

definitely. 


Another serviceable achievement made pos- 
sible by the Castle Sterox-o-matic System 
—first gas sterilizing system developed for 
hospitals. 


THE STEROX-O-MATIC SYSTEM virtually runs itself—pro- 
viding automatic control of time, pressure, vacuum, tem- 
perature, humidity, and gas concentration through all 
process phases. The Castle Sterox-o-matic Straightline 
Sterilizer right, incorporates both controls and chamber 
in one compact unit. — 


7 


STERILE SEALED... Heat and moisture 
sensitive items such as cystoscopes, 
catheters, anesthetist masks and cam- 
eras are polyethylene sealed and steril- 
ized in the compact Straightline Sterox- 
o-matic. 


POLYETHYLENE sealed instruments, fully assembled incubator, and bassinet being loaded 
_ into a BULK Sterox-o-matic Sterilizer. Cost of installing bulk gas sterilization can be 
 geduced by connecting a Castle Console, above right, to your existing steam steritizer. 


Write for descriptive folder. 
WILMOT CASTLE COMPANY 
BOX 629, ROCHESTER 2, NEW YORK 


IN SURGICAL EQUIPMENT SINCE 1883 


Printed in U.S.A. 
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ing up to 4 by 6 in. The die can 
accommodate selective inserts. The 
user’s name or special design is 
engraved on the die according to 
the user’s specifications. The Na- 
tional Marking Machine Co., Dept. 
H5, 4026-30 Cherry St., Cincinnati 
23, Ohio. 


Refuse container (5D-9) 

Manvfacturer's description: Made of a 
durable olive-green plastic ma- 
terial, this 20-gallon refuse con- 
tainer features a_ tight-fitting 
snap-on lid. It does not absorb 


odors and can be steam-cleaned. 
The container is rust-proof, dent- 
_ proof, and noiseless. Rubbermaid 
Incorporated, Dept. H5, Wooster, 
Ohio. 


Drainage collection accessory 
(5D-10) 

Manufacturer's description: Unit for col- 
lecting and disposing of urine 
consists of a plastic bag and special 
hanger that is easily slipped over 
the side rail of a bed. Tubing from 
the catheter fits snugly into the 
bag and is locked into place by the 
_ hanger holding the bag. The sterile 
bag forms a closed system that re- 
duces the problem of ascending in- 
fection and odor without the cost 
of handling and sterilizing glass 
jugs and special fittings. The trans- 
parent plastic bag permits check- 
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'mide nylon hand 


ing on color and sediment and the 
printed graduations measure vol- 


ume. C. R. Bard, Inc., Dept. H5, 


490 Morris Ave., Summit, N.J. 


Medical oxygen unit (5D-11) . 

Manufacturer's description: This emer- 
gency medical oxygen unit can be 
refilled over and over by any oxy- 


gen supply company. The com- 
ponents have been tested and ap- 
proved by the Interstate Commerce 
Commission, U.S. Bureau of Ex- 
plosives, and Underwriters’ Lab- 
oratories. The unit includes a 
cylinder of oxygen, safety valve, 
regulator with flow control, liter 
(oxygen) gauge, face mask, breath- 
ing bag and carrying case. Mont- 
bell Products Corp., Dept. H5, 7435 
N. Western Ave., Chicago 45, Ill. 


Shower equipment (5D-12) 
Manufacturer's description: Features of 


this shower unit enable it to be 
used as a fixed 
shower, at any § 
height or angle, 
or it may be used 
as a versatile 
hand spray. The 
non-slip hand 
spray fits natu- 
rally into the 
hand. The un- 
breakable ivory- 
colored polya- 


spray is strong k | 
and durable. The 
2-inch chromium plated face is 
easily removable for cleaning. 
Alsons Products Corp., Dept. H3, 
Box 41, Elmhurst, Ill. 


Toilet bow! cleaner (5D-13) 
Manufacturer's description: Toilet bow] 


cleaner in fast-dissolving tablet 


form has powerful germicidal 
action. The product is said to 
loosen rust and lime stains while 
it cleans and deodorizes. It ‘will 
not harm porcelain enamel, and 
eliminates spillage, waste, and acid 


Bowi 


accidents. Horizon Industries, Dept. 
H3, 400 Upper Midwest Bldg., 
Minneapolis 1, Minn. 


EEG preamplifier (5D-14) 
Manufacturer's description: This new EEG 


preamplifier makes it possible to 
display electroencephalograph 


(EEG) signals on standard medi- 
cal cardioscopes and electrocardio- 
graphs by increasing their sensi- 
tivity by a factor of 30. The unit 
is so designed that the EEG and 
ECG signals may be delivered si- 
multaneously to a scope through 
a single cable. The unit is tran- 
sistorized, battery-operated, small, 
light, and compact. Levinthal Elec- — 
tronic Products, Inc., Dept. H5, 
Stanford Industrial Park, Palo Alto, 
Calif. 


Plastic cold storage door (5D-15) 
Manufacturer's description: This new 


lightweight, flush-fitting cold stor- 
age door and frame reduces re- 
frigeration loss and cleanup time. 
The door is easier to open and 
close than wood or metal-clad 
doors. Hermetically sealed con- 
struction gives longer door life 
under high humidity conditions. 
The door’s exterior finish can be 
wiped clean with soap and water 
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CASTERS AND WHEELS 


For All 


Equipment 


DEMAND DARNELL DEPENDABILITY 


Darnell Hospital Casters offer ease 
of movement, quietness, floer pro- 
tection and increased employee effi- 
ciency. There are a variety o fittings 
for adaptation to all types of equip- 
ment, which makes installation easy 
and permanent. 


Made for, Darnell 
Hospital Casters, the 
4-L type metal tube fitting 
own here assures easy 
ins{allation. If proper size 
is used, it will not come 
loose in service. One size 
will fit three popular-size 
bed tubings: |.9" round, 
1% square and Graceline 


tubing. 


for 


. 
. 
®e, 


DARNELL CORPORATION, LTD. 
DOWNEY LOS ANGELES COUNTY CALIFORNIA 
37.28 SIXTY FIRST ST WOODSIDE 77 L t.N Y 


36 NORTH CLINTON STREET CHICAGO 6. ILLINOIS 


or commercial cleaners. A range 
of colors and sizes is available in 
both reach-in and walk-in cooler 
and freezer doors. Jamison Cold 
Storage Door Co., Dept. H2, Hag- 
erstown, Md. 


Emergency cot (5D-16) 


Manufacturer's description: The new 
product is an eight-position, light- 


weight, emergency cot. Designed 


for easy maneuvering through nar- 
row corridors and up steep stair- 
ways, the unit weighs only 30 lbs. 
It has an adjustable chair-back to 
allow patients to sit up. The cot 
rolls on two ball-bearing wheels, 
has telescopic handles which 
shorten to 59 in. and folds flat for 
compact storage. It is constructed 
of aluminum and leatherette-cov- 
ered plastic foam. No mattress is 
needed. Ferno Manufacturing Co., 
Dept. H3, Greenfield, Ohio. 


Pipe covering (5D-17) 
Manvfacturer'’s description: This low-cost 


rigid cellular glass insulation for 
hot and cold commercial piping is 


permanently vapor-proof, incom- 
bustible, waterproof and dimen- 
sionally stable. The pipe covering 
is factory-wrapped with dual pur- 
pose kraft and aluminum foil 
laminated by specially designed 
equipment. The white laminate 


serves as a tough protective jacket 
and has an attractive appearance. 


Duwe to the high compressive 
strength of the material, the new 
covering can be installed before or 
after hanging the pipe. Pittsburgh 
Corning Corp., Dept. H3, One 
Gateway Center, Pittsburgh 22, Pa. 


Spray gun for cleaning (5D-18) 
Manufacturer's description: Pressurized 


spray gun can be used for extermi- 
nating, deodorizing, or disinfecting. 
Using any water or oil base liquid of 
normal viscosity, the gun delivers 
either a straight stream or mist 
discharge pattern. Made of stain- 


less steel, the reusable sprayer is 
activated by a small, inexpensive 
cartridge of compressed gas. Dis- 
charge can be turned off and on, 
and the unit will maintain its 
charge when not in use. Kidde 
Manufacturing Co., Ivic., Dept. H3, 
Bloomfield, N.J. 


SEE COUPON, PAGE 80 


Double blood pack unit (5DL-1)— 
Booklet describes a double blood 
pack unit that is designed to pro- 
vide for the collection of whole 
blood and for convenient, sterile 


separation into plasma, platelets 
and red cells for specific therapy. 
Fenwal Laboratories, Dept. H5, 
Somerville, N.J. 

Blanket ( 5DL-2 )—Bul- 
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America's most popular nurser 


Cut bottle. 
preparation 
time 
with 


evenflo 
nUrsers 


A time-study check at a leading 
metropolitan hospital* proves that 
use Of Evenflo Nursing Units cuts 
over 65 minutes from the average 
time required to prepare 100 bottles 
for feeding — a saving of 20%! 

The study compared use of 1,000 
Evenflo Units with that of an equal 
number of narrow neck bottles and 
nipples. Evenflo Nursers cut 10 
hours, 55 minutes, from the daily 
workload, released needed personnel 
for other duties. The hospital report 
stated that Evenflo’s widemouth 
bottles saved time during cleaning 
and pouring, and that sterile nipples 
were positioned for feeding faster, 
more easily and without being 
touched. 

Evenflo Units continue paying for 
themselves. Their easy-to-use caps 
and discs prevent contamination and 
waste of formula, while their higher 
thermal shock range reduces break- 
age and replacement. 

See how Evenflo Nursers can re- 
duce your hospital’s workload, save 
time and money. Call your local 
Evenflo dealer, or write direct to 
Evenflo, Ravenna, Ohio. 

*Copies of the Report of Infant Feeding 
Process available on request. 

Used by more mothers than 

all other nursers combined. 


NEW evenflo SILICONE NIPPLE 
CUTS REPLACEMENT COSTS 

® Losts 8 to 10 times longer 

® Soves time — easier to clean 

© Inert material resists clogging 

© Will not change shape 


evenflo’ 


EVENFLO, Ravenna, Ohio 
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letin describes a new treatment 
given to blankets to give them 
germ and bacteria protection for 
the life of the blanket. Chatham 


+ Mfg. Co., Dept. H5, 80 Worth St., 


New York 13, N.Y. 


Plastic products (5DL-3 )—Catalogue 
of more than 200 plastic products. 
Complete kitchen ensembles and 
other products are described 
briefly with specifications, colors, 
etc. Columbus Plastic Products, 
Inc., Dept. H5, 1625 W. Mound St., 
Columbus 23, Ohio. 


Operating room protection (5DL-4) 
—Three bulletins tell how to test 
the following: Conductive floors, 
conductive floors to ground, furni- 
ture, mattresses and pads, rubber 
tubing and parts, conductive foot- 
wear. In addition, the bulletins 
show pictorially how a test kit can 
be used for testing wiring and 
power circuits in the hospital. Ask 
for Bulletins 452, 453 and 454. 
Herman H. Sticht Co., Inc., Dept. 
H5, 27 Park Place, New York, N.Y. 


Physical therapy-rehabilitation equip- 
ment (5DL-5)—Catalogue No. 729 
describes a complete line of 
physical therapy and rehabilitation 
equipment. W. R. Hausmann 
Woodwork, Inc., Dept. H5, 1545- 
47 Inwood Ave., New York 52, N.Y. 


Laboratory glassware (5DL-6)—A 
12-page catalogue, containing price 
lists and technical and physical 
data. Made from a special 96 per 
cent silica glass, the glassware has 
thermal and chemical stability 
characteristics suitable for use in 
analytical work. Burrell Corp., 


. Dept. H5, 2223 Sth Ave., Pitts- 


burgh 19, Pa. 


Operating room equipment (5DL-7) 
—New catalogue illustrates the 
complete line of operating room 
equipment and includes a price list 
and a reference guide on how to 
recognize quality in stainless steel 
equipment. S. Blickman, Inc., Dept. 
H5, 8400 Gregory Ave., Wee- 
hawken, N.J. 


Waste disposer (5DL-8)—A four- 
page brochure describes in detail 
a food waste disposer that chops, 
grinds and pulverizes in one oper- 
ation. Weightman & Associates, 
Dept. H5, 4101 Burbank Blwd., 
Burbank, Calif. 


in the cleanser class 


HAEMO -SOL 
is RIGHT on 
every type of soil! 


4 Q. Does it remove blood, scum, pus, 
oil, milk and formula solids, inject- 


able drugs such as antibiotics? 
A. YES, HAEMO-SOL digests, solu- 
bilizes and suspends all types of 
soil completely and rapidly. 

Q. Does it really rinse free of de- 
posits? A. YES, HAEMO SOL soft- 
ens water ... keeps magnesium, cal- 
cium and cleanser in solution, OFF 
not ON, instruments and glassware. 
Q. Can it be used on metal, rubber 
glass and plastics? A. YES, HAEMO- 
SOL is completely safe . . . will not 
harm any material. 

Q. Is it economical? A. YES, % oz. 
HAEMO-SOL to a gallon will handle 
most cleaning jobs and it’s reuseable 
Q. Can it be used in pressure wash- 
ers? A. YES, but be sure to specify 
all-new HAEMO-SOL “N.S.” for this 
purpose . . . it’s non sudsing and non- 
foaming. 

. How does it come? What does it 
cost? A. HAEMO-SOL is packed in 
hospital blue and white, all-metal 
5-lb. containers. 12 cans cost only 
$5.40 each, 6 cans—$6.08 each, 1-5 
cans——$6.75 each. 

Write NOW for literature 

and FREE SAMPLE. 

Be sure to specify regular HAEMO- 
SOL or HAEMO-SOL “N.S.” 


Meinecke & company, 
Over 65 years of continuous nie 
to the hospitals of America 


221 Varick St., New York 14, N.Y. 


Branches in Los Angeles, Chicago, 
Dallas & Columbia, 


| if 
ay 
N 
i 
*Premier 
\\ Digester 
il 
| 


Senate Passes Omnibus Housing BIE” 


The Senate has passed, by a vote of 60 to 28, the 
omnibus housing bill which, among other provisions, 
provides federal mortgage guarantees for proprietary 
nursing home loans. The bill was supported by the 
American Hospital Association. 

The House version of the same bill was still under 
discussion in mid-February. 

Items of interest to hospitals in the Senate-passed 
bill are: 

1. $62.5 million in federal loan funds to help fi- 
nance housing for interns and student nurses; this 
is less than half of the $150 million requested by 
AHA. The possibility exists that the House may in- 
crease the amount before final passage. 

2. Proprietary nursing home loan provision re- 
quires that nursing home applicants receive Hill- 
Burton state-authority certification. A last minute 


amendment in the Senate bill, however, permits a 


nursing home applicant who has been denied Hill- 
Burton certification to appeal his loan to the Federal 
Housing Administration commissioner. This appeal 
provision is not in the House version of the bill. 
The Senate housing bill defines a proprietary 
nursing facility as an institution for accommodation 
of convalescents or others not acutely ill and not 
in need of hospital care, “. .. but who require skilled 
nursing and medical services . . . prescribed by or per- 


formed under the general direction of persons li-— 


censed to perform such care and services. . 

3. Authorization of program to provide housing 
for the elderly. Senate voted to continue this federal 
loan program to private nonprofit corporations for 
construction of rental housing for the aged. It did 
not accept AHA’s recommendation for low-interest, 
direct federal loans. Interest rates were raised to 5% 
per cent and loans are to be made through com- 
mercial banking institutions. 


Study Problems of Aged 


The Senate approved, without dissent, an $85,000 
appropriation for a subcommittee of Sen. Lister Hill’s 
(D-Ala.) Committee on Labor and Welfare to ‘“‘make 
a comprehensive study of the problems of the aged.”’ 
Sen. Pat McNamara (D-Mich.) will be chairman of 
the subcommittee, which plans to make its final re- 
port, including a study of possible use of social se- 
curity to provide health care for the aged, by next 
January. 

Meanwhile, Sen. Wayne L. Morse (D-Ore.) in- 
troduced legislation to provide insurance for costs 
of hospital, nursing home, and surgical service for 
the aged. In a major Senate speech, the senator said 
his bill was similar to that of Rep. Aime J. Forand 
(D-R.I.). 


Sen. Morse said the bill does not call for socialized 


medicine. He also said: “I am not impressed with the 
argument that ‘voluntary insurance can do the job.’ 
I am not impressed with the solution presented last 
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December by the American Medical Association .. . 
that doctors lowering medical fees for older people 
will help insurance companies and prepayment plans 
to lower costs for the aged.” 

Senators Jacob Javits (R-N.Y.) and Clifford P. 
Case (R-N.J.) have joined with Sen. Frank Carlson 
(R-Kans.) and Sen. J. Glenn Beall (R-Md.) to ask 
for the establishment of a national Health Services 
Study Commission. Under this plan a 15-member 
body would conduct a two-year study and make 
legislative recommendations to “supplement and 
stimulate broader health protection coverage by ex- 
isting private and nonprofit programs.”’ 

Sen. Javits, speaking on the Senate floor, said that 
before undertaking important new financial respon- 
sibilities in the health field, the federal government 
should assess the job being done by voluntary health . 
insurance plans which operate within our free en- 
terprise system, without impinging upon the tradi- 
tional doctor-patient relationship. 

AFL-CIO VIEW OF COMMERCIAL OLD-AGE IN- 


SURANCE—The American Federation of Labor- 
Congress of Industrial Organizations (AFL-CIO), . 


the most active supporter of the Forand proposal 


to provide hospitalization and health care under the 
social security system, recently made a statement 
on health insurance policies being offered in several 
states to persons 65 years of age and older. Major 
weaknesses in these plans, the union stated, include: 

1) Cost of $6.50 per month borne by the old person 
alone, representing $1 out of every $8 of the average 
retired couple’s social security benefits. 

2) Coverage is “scanty,” providing only: 

(a) $10 maximum allowance per hospital day, 
only about half the average hospital charge 
in states where the policy is offered. — 

(b) No nursing home or surgical coverage and 
only 3l-day maximum hospital coverage, 
although almost one-third of the hospitali- 
zation in this age group is for more than 
31 days. 

(c) A six-month exclusion of pre-existing con- 
ditions, despite the fact that few persons 
reach 65 years of age without pre-existing 
ailments. 

(d) Final policy lapsing if monthly premiums 
are not paid by the policy-holder without 
benefit of a bill or reminder. State-wide 
cancellations or premium increases are 
possible. 


Health Insurance for U.S.Workers 


Blue Cross-Blue Shield and insurance groups will 
be called in by a Senate committee, in advance of 
public hearings, to help formulate health insurance 
legislation for federal civilian employees. The Senate 
Post Office and Civil Service Committee has post- 
poned hearings until after April 1 in order to tackle 
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various technical matters and differences of opinion 
concerning the legislation. 

Sen. Olin D. Johnston (D-S.C.), committee chair- 
man, is sponsor of the bill drafted by the Hospitali- 
zation Committee of the Government Employees 
Council. The council is composed of major labor 
unions representing some 600,000 of the federal 
government’s two million civilian employees. 

Although the Eisenhower administration sup- 
ported legislation for federal employee health in- 
surance several years ago, there is no provision for 
such a program in the President’s current budget. 


National Health Survey 


Almost 17 million persons spent periods of 30 days 
or less in hospitals during the year ending July 1, 
1958. The U. S. National Health Survey disclosed 
that these short-term stays amounted to 143 million 
hospital days. 

The number of patients discharged from hospitals 
averaged almost 100 per 1000 of the surveyed popu- 
lation. Their average period of stay was 8.6 days. 
About 60 per cent of the hospitalizations involved 
surgery, which for the purposes of the survey, in- 
cluded all maternity cases. Next to childbirth, the 
most frequent cause of short-term stays was respir- 
atory cases. The survey also showed that 70 per cent 
of short-term hospitalizations lasted from 1 to 7 days 
and 18 per cent from 8 to 14 days. 


Doctor Draft Extended 


The House has passed legislation extending until 
June 1963 the President’s authority to issue special 
calls for physicians and dentists for the military 
services. The Department of Defense terms the ex- 
tension “imperative,” if the services are to provide 
adequate medical care. 

Dr. Frank B. Berry, assistant secretary of defense 
for health and medical affairs, told the House Armed 
Services Committee that the approach of the au- 
thority’s expiration next June had caused a decline 
in the number of physician volunteers. He said “it 
appears that we are going to be short several hun- 
dred physicians to meet our minimum medical officer 
requirements for fiscal 1960.” 

The defense department estimates that its fiscal 
1960 replacement requirement for physicians is al- 
most 2000 and will be 14090 for fiscal 1961. Of the 
some 10,000 physicians now serving on active duty, 
approximately half are noncareer officers who ‘“‘vol- 
unteered”’ to avoid the President’s special call. 


International Health Programs 


Plans are underway in Washington and throughout 
the world to make health programs an important 
weapon for world peace. In Congress, legislation en- 
titled ‘“‘The Health for Peace Act’ is sponsored by 
Sen. Hill and 54 other senators. In a separate action, 
Sen. Hubert Humphrey (D-Minn.) is heading a 
Government Operations Subcommittee study on the 
U. S. government’s health activities abroad. 

“The Health for Peace Act’ would create a new 
Institute for International Medical Research at the 
National Institutes of Health. It would authorize 
expenditure of $50 million in U. S. funds and would 
also establish a National Advisory Council for In- 
ternational Medical Research. 


MARCH I, 1959, VOL. 33 


WHY IS | 


HP’ACTHAR’ GEL 
SUCH A 

WIDELY USED 
ACTH ? 


Experience—Most extensive clinical 
and experimental background; 
longest history of use in practice. 


Safety—A record of over seven 
years of continuous treatment in a : 
group of patients; without % 
serious side effects. 


| Efficacy—Rapid onset of action— 
. effects sustained up to 72 hours. 


Quality—Unsurpassed standardiza-— : 
tion and purity. 


Convenience—As easily injected as 
insulin—fluid at room temperature. 


Selected Conditions for Short-term and Office Therapy : 


Asthma—Bursitis, Tenosynovitis— 
Dermatitis (contact, drug, etc. )—Eye 
Diseases (acute, inflammatory)—Gout— 
Hyperemesis Gravidarum—Penicillin 
Reactions, Serum Sickness, Urticaria. 


{ *Highly Purified 
ARMOUR 


HP* ACTHAR Gel is the Armour 

AY Pharmaceutical Company brand of purified 
F repository corticotropin—(ACTH) 

Supplied: 5 cc. vials of 20, 40, 80 U.S.P. 

Units per cc. Also in a disposable syringe 

form, ina potency of 40 U.S.P. Units per cc, 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS 
a leader in biochemical research 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Suing Hospital’s Insurer 


In most lawsuits no mention may be made of the 
defendant’s insurance coverage. To do so would 
probably cause a mistrial. The theory is that the 
jury should determine the liability and amount of 
damages without regard to who will make the actual 
payment. 

In a few states a ae Cases nonprofit hospital is 
liable for the negligence of its servants but only to 
the amount of liability insurance which the hospital 
carries. That is, the judgment paid will not exceed 
the maximum insurance coverage of the institution. 
The existence of the insurance, however, is not dis- 
closed to the jury and it is not aware of the limit 
which may be applied to the judgment figure. 

The very antithesis of this rule has been embodied 
in the statutes of some states. In Louisiana and Ar- 
kansas, for example, an organization which enjoys 
charitable immunity retains its nonliable status. If 
it carries insurance, though, the insurance carrier 


may be sued directly and does not benefit by the 
immunity of the insured. A judgment cannot exceed 
the amount of insurance coverage. 

How this system works is illustrated by McElroy v. 
Employers’ Liability Assurance Corp., Ltd., 8 Negl. 
Cases 2d 785 (D.C.W.D. Ark., 1958). The plaintiff 
alleged that his wounds were reopened as a result 
of rough handling by nursing personnel. He sued the 


‘hospital’s insurance carrier directly as permitted by 


the Arkansas statute. The court concluded that neg- 
ligence of hospital employees caused the injuries and 
a judgment of $4000 was allowed. 


Old Suits and New Laws 


The New Jersey Supreme Court eliminated chari- 
table immunity in that state in the spring of 
1958 (HOSPITALS, J.A.H.A. June 1, 1958, p. 77). This 
action allowed suits against charitable institutions for 


This material is not legal advice. The information on this page should not be 


consult a member of the loca! bar. 
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Ahm 
IN STORAGE 


IDERANS STORE HERE 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


Faced With a Fund-Raisin g Problem? 


Fund-Raising is Our Business . . . 
with over 45 years of successful experience. 


AMERICAN CITY BUREAU 
(Established 1913) 


3520 Prudential Plaza 


Chicago 1, Illinois 


Founding Member American Association — 
of Fund-Raising Counsel 
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those negligent acts which occurred during previous 
years but were not yet barred by the statute of 
limitations. There was no limit on the amount of 
damages which could be awarded a plaintiff. Some 
New Jersey hospitals found themselves in an em- 
barassing position without insurance or with in- 
adequate coverage. 

The state legislature then acted, restoring chari- 
table immunity beyond $10,000 of liability (Hos- 
PITALS, J.A.H.A. September 16, 1958, p. 17). That is, 
charitable organizations in New Jersey became sub- 
ject to damages up to $10,000 for an incident but 
were immune from liability for additional amounts. 
The legislation was labeled a “stop gap” law and 
expires on June 30, 1959 by its own terms. In the 
interim a legislative committee is studying the prob- 
lem and is to recommend a permanent statute. 

An often asked question was, “Did the action of 
the legislature ‘reverse’ the court so that all suits 
arising prior to the effective date of the statute 
would be barred?” If this were the effect of the 
new law, old suits could not be brought and new 
ones would be limited to maximum judgments of 
$10,000. If, however, the statute had no retrospective 
effect, suits based on incidents which occured prior 
to passage of the law could be tried. Since retro- 
spective insurance coverage cannot be purchased, the 
consequences to under-insured charities were serious. 

The frequently posed query has been answered, 
at least at the trial level. The Superior Court of 


Monmouth County (New Jersey) in the case of 
Terracciona v. Magee, 27 Law Week 2380, decided 
January 19, 1959, concluded that the Supreme Court’s 
opinion was retrospective in effect and the legisla- 
tion was prospective. Hence, suits based on occur- 
rences prior to the Supreme Court’s action could 
be maintained. 

The trial court pointed out that a change of 
established civil law by judicial decision is generally 
retrospective. In fact the Supreme Court, in the 
opinion reversing the doctrine of charitable immunity 
in New Jersey, had specifically stated that its action 
was retrospective in nature. The county court also 
stressed that a statute which changes the settled law 
is generally prospective only, in absence of a clear 
expression of opposite intent. No such expression 
was contained in the legislation. 

The charity involved in this suit contended that 
it had relied upon the law declared in prior state 
court decisions. Consequently, at the time of the 
alleged negligence, there was no way of determining 
what the law ultimately might be through a ret- 
rospectively effective court action. The judge re- 
sponded to this argument with the comment that 
it was five years prior to the injury involved in this 
case that the doctrine of charitable immunity came 
under attack in the state. Presumably the charity 
should have anticipated judicial discarding of chari- 
table immunity and should have taken protective 
action. 


vin postpa rtu 


Greater comfort...simpler care 
with economical, 


soft cotton flannel 
= saturated with witch hazel 
(50%) and glycerine . 
a (10%), pH about 4.6 
SR Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings —simple to apply —easily kept in 
place—TUCKS eliminates time and expense of special prep- 
arations. 
And patients welcome the extra comfort, “extra attention” of 
TUCKS — soothing, astringent, cooling to inflamed tissue. 
TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 


anorectal surgery. 


PHARMACEUTICAL COMPANY 
MINNEAPOLIS 16, MINNESOTA 


For a generous sample of TUCKS—enough for sev- 
eral hospital patients—complete and return this card: 


HOSPITAL... FLOOR........ 
ADDRESS... 
ZONE...... STATE 
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book reviews 


The nurse and her job 


TWENTY THOUSAND NuRSES TELL THEIR 
Story. Everett C. Hughes and 
others. Philadelphia, Lippincott, 
1958. 280 pp. $5.75. 

The authors have attempted to 
draw as images reflected in a mir- 
ror the various nurses and their 
work. Their book is based upon a 
series of 34 research monographs 
which constitute a program con- 
ducted by the American Nurses 
Association from 1951 to 1956. In 
the handling of statistics, particu- 
larly the data resulting from time 
studies, the authors show that 
boundaries between the various 
members of the health team are 
constantly shifting. Chapter 6, 
“How nurses divide their work,” 
presents evidence of trends in this 
area. We see more work for nurses 
to do and, consequently, more 
kinds of nurses to carry out the 
functions that are being delegated 
by the medical profession. The 
future portends even more com- 
plicated division of labor in the 
health services. 

Chapter 7, “Roles and relation- 
ships,” deals with personal rela- 
tions with patients, with doctors, 
with auxiliary personnel and with 
other nurses. An effort is made 
“to examine some of the major 
role relationships in which the 
nurse is required to participate in 
an effort to uncover conflict and 
competition”. The chapter on stu- 
dent nurses has particular signifi- 
cance to directors of educational 
programs and relates specifically 
to the recruitment aspect. 

Upon first reading this book one 
feels that cohesiveness is lacking, 
inasmuch as reports of the 34 
studies are made with the inclu- 
sion of many quotations. However, 
a concluding chapter, “Implica- 
tions and conclusions,” highlights 
the need for future study. Cer- 
tainly this report deserves high 
priority on the reading list of 
those who are responsible for the 
administration of nursing service 
and who desire to know how the 
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profession has proceeded to de- 
lineate its functions with one clear 
objective in mind—that of better 
patient care.—MaAnry S. PRICE, R.N., 


director, School of Nursing and — 
Nursing Service, The Johns Hop- 


kins Hospital. | 
Records control guide 


A GUIDE FOR THE RETENTION AND 
PRESERVATION OF RECORDS WITH 
DESTRUCTION SCHEDULES. Record 
Control, Inc., and American Asso- 
ciation of Hospital Accountants. 
Hospital edition. Chicago (2630 E. 
75th St.), the Association, 1958. 46 
pp. $2.50. 

The “hospital edition” of this 
publication features an eight-page 
guide to the retention of hospital 
records; otherwise, the booklet is 
not related specifically to hospi- 
tals. This additional section, while 
laudatory in aim, falls somewhat 
short of full usefulness, since it 
does not attempt to relate the rest 
of the booklet to hospitals. 

Some parts of the general book- 
let, such as the discussion of mi- 
crofilming, are quite useful. Other 
parts are totally inapplicable to 
hospitals: the Interstate Com- 
merce Act, Securities and Ex- 
change Act, and the Walsh-Healey 
Act bear no relation to hospitals. 

The hospital section contains a 
chart of recommended retention 
time of hospital records and one 


of state laws and regulations af- 


fecting hospital records. These 
charts alone amply justify pur- 
chase of the booklet, but a cau- 
tionary word must be added. Nei- 


ther the background of the charts | 


nor the criteria used in their prep- 
aration are explained, so the prob- 
lems involved may seem simple 
and their solution mechanical. 
They are not. And, to this re- 
viewer, the charts were sometimes 
cryptic. The booklet is useful as 
a guide to record retention, but 
the hospital’s attorney should be 
consulted when in doubt.—JOHN 
F. Horty, director, Health Law 
Center, University of Pittsburgh. 


also: 
Records control guide 
Angel with an iron will 


Angel with an iron will 


FLORENCE NIGHTINGALE AND THE Doc- 
Tors. Zachary Cope. Philadelphia, 
Lippincott, 1958. 163 pp. $5. 

As so often happens with truly 
great persons, the memory of Flor- 
ence Nightingale contains almost 
as much myth as fact. 

She is equated now with “ten- 
der, loving care’”’. Loving she cer- 
tainly was, of all of her fellow 
men. Tender she sometimes wasn’t, 
as some of the doctors who op- 
posed her found out, to their re- 
gret. Right she was frequently, 
wrong she was occasionally. 

Dr. Zachary Cope does the mem- 
ory of this wonderful Victorian no 
disservice by portraying various 
sides of her amazing personality 
in her relationship with doctors. 
He credits her for using her tre- 
mendous influence in the highest 
circles in England to bring about 
a massive improvement in the 
level of patient care. 

He does not overlook, however, 
her unabiding disapproval of the 
theory of contagion in diseases and 
her abiding opposition to those 
who disagreed with her. Miss 
Nightingale knew what she wanted 
(and one of them was a denial of 
certification to graduate nurses) 


and she worked in every possible 


manner, openly and deviously, to 
bring about her ends. It is a for- 
tunate thing for all of us today 
that her ends were generally so 
good. One shudders to think what 
such a brilliant, dominating and 
resourceful woman could have 
done if her motives had been bad. 
Dr. Cope says in his preface that 
he hopes that his brief account 
“may help to elucidate the com- 
plex character of this most dis- 
tinguished woman of the Victorian 
era.’”’ We believe that he has done 
just that and made an important, 
although brief, contribution to the 
literature on Miss Nightingale. 
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PARTICIPANTS in the Midyear Conference 
of Presidents and Secretaries register in the 
lobby of the new AHA headquarters building. 


1959 MIDYEAR MEETING— 


Talks Focus on Blue Cross, Care of Aged 


gets more attention than Blue 
Cross control of hospitals—the 
great ‘public defenders’ inferring 
a collusion.” 

Dr. Nelson said that “state hos- 
pital associations and councils 
could well put a forceful public 
relations program high on the list 


How should. the public be approached about rising Blue Cross costs? 
The answers to this question and discussions about providing health care 
for the aged dominated the American Hospital Association’s Midyear 
Conference of Presidents and Secretaries, held Feb. 4-5 in Chicago. 

Guided tours of the new AHA headquarters building, where most of 
the sessions were held, were 
scheduled in addition to the con- 
ference’s regular sessions. AHA 


‘buyer and seller’ position,” Dr. 
Nelson said. “If that is where the 


President Ray Amberg said the 
new building marks an occasion 
“like a birthday or a wedding— 
a cause for great joy.” Mr. Am- 
berg, director of the University of 
Minnesota Hospitals, Minneapolis, 


served as chairman of the opening. 


general session. He characterized 
the conference as a means of im- 
proving communications between 
AHA and the “life blood of the 
Association—the state associa- 
tions.” 

Dr. Russell A. Nelson, director 
of Johns Hopkins Hospital, Balti- 
more, and AHA president-elect, 
in discussing the increasing num- 
ber of hearings called by state 
commissioners of insurance cor.- 
cerning Blue Cross rates, said “the 
hospital brief should feature the 
positive side of hospital services 
and organization.” The presenta- 
tion must be carefully planned 
and legal advice must be sought. 
Unplanned testimony by well- 
meaning hospital trustees and ad- 
ministrators, Dr. Nelson said, may 
do more harm than good. 


NOT ‘BUYER AND SELLER’ 


“Let us both—the hospital and 
Blue Cross—strenuously avoid 
having the hearings put us in a 
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Blue Cross con- 
cept is going as 
the best expres- 
sion for the pub- 
lic good, let’s 
arrive at that 
decision by di- 
rect study and 
examination of 
the issue on its 
merits. We 
should not back 
into it under 
Stress.” 

It must be pointed out to the 
public, Dr. Nelson said, that what- 
ever Blue Cross income is, deter- 


mines the benefits that Blue Cross 


can pay for. He said that if the 
state dictates how much Blue Cross 
income is to be, then the state is 
also dictating the level of care 
which hospitals may provide under 
prepaid coverage. 

Dr. Nelson criticized radiologists 
and pathologists for public airing 
of their private grievances with 
hospitals. He said this was dam- 
aging to all concerned. Forthright 
public testimony from organized 
medicine in behalf of Blue Cross 
is essential, however, Dr. Nelson 
said. 

He also said that apparently, 
“hospital control of Blue Cross 


of things to be done and invested 
in, because it will cost money. 
Maybe we could begin at home— 
with our own staff, trustees, aux- 
iliaries, and other hospital people.” 


NO APOLOGY NEEDED 


J. Milo Anderson, administra- 
tor of Strong Memorial Hospital, 
Rochester, N. Y., and chairman of 
AHA’s Council on Planning, Fi- 
nancing and Prepayment, reported 
on the activities of AHA’s Commit- 
tee on Development, of which he 
is chairman. “It was agreed,” he 
said, “that a major and early pro- 
ject would be to tell the hospital 
story aggressively and without 
apology.” 

Mr. Anderson said the commit- 
tee (composed of AHA president, 
president-elect, immediate past 
president, Blue Cross, and all AHA 
councils) was authorized by the 
Board of Trustees to: 

@® Prepare materials for presen- 
tation of the story of hospital serv- 
ices and hospital costs at public 
hearings on Blue Cross rates and 
at public meetings where the sub- 
ject is under discussion. 

@ Develop a program for hospi- 
tals to work with other appropri- 
ate organizations in a study of 
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utilization of hospital services. 

@ Establish a program for fu- 
ture Blue Cross development, im- 
provement of Blue Cross-hospital 
relations and promotion of the 
nonprofit prepayment health sys- 
tem. 


James E. Stuart, executive vice 
president of the Blue Cross As- 
sociation, said that it should be 
made clear to the public that be- 
sides increases in cost for health 
care there have also been dramatic 
increases in services. He said in- 
terpretation of costs to the public 
is crucial to the future of the pre- 
payment program, but up to now 
a poor job has been done in this 
area. Mr. Stuart’s paper appeared 


in the Feb. 16 issue of HOSPITALS, — 


J.A.HLA. 

Dr. Philip D. Bonnet, adminis- 
trator of Massachusetts Memorial 
Hospitals, Boston, and vice chair- 
man of AHA’s Council on Re- 
search and Education, expressed 
another view. He said that hospital 
people should not “explain hospi- 
tal economics to the general pub- 
lic.” Persons in the health field 
should be familiar with the 
economic problems involved, but 
should avoid trying to explain 


them to the public because “this 
will seem to say that we believe 
that when economics is solved, 
everything else will be solved. We 
are learning that money is only a 
crude measure of human energy.” 

Dr. Bonnet also warned that 
health field personnel should not 
“speak in abstractions and gener- 
alizations, but in warm, human, 
personal terms.” He said Blue 
Cross must explain its functions 
to the public. 

A filmstrip, “Healthward-Ho!,” 
was premiered at the midyear 


MR. STUART DR. BLASINGAME 


meeting. The filmstrip, which ex- 
plains the functions of Blue Cross 
and the prepayment system’s re- 
lationship with the patient and 
with hospitals, is available from 
AHA on a loan purchase basis. 
Purchase price of the filmstrip is 
$20. 


Presentation 
of plaques 


Members of the American Hos- 
pital Association’s Committee on 
Headquarters Building and presi- 
dents of the Association during 
the years when the building was 
being planned and built were the 
recipients of plaques during the 
Midyear Conference of Presidents 
and Secretaries. 

Presidents of the Association who 
received plaques were (1 to r): 
Dr. Albert W. Snoke, director, 
Grace-New Haven (Conn.) Com- 
munity Hospital (president in 


1957); Dr. Frank R. Bradley, di- 


rector, Barnes Hospital, St. Louis 
(1955); Ritz E. Heerman, general 
manager, Lutheran Hospital So- 
ciety of Southern California, Los 
Angeles (1954); Ray E. Brown, 
superintendent, University of Chi- 


In a luncheon address, Dr. F. J. 
L. Blasingame, executive vice 
president of the American Medical 
Association, called upon the Amer- 
ican Hospital Association to con- | 
tinue to cooperate in opposition to 
federal programs for health care 
of the aged. 

He voiced criticism of an AHA 
statement on this issue passed last 
year (see HOSPITALS, J.A.H.A., Oct. 
1, 1958, p. 58). The statement 
called for utilization of existing 
voluntary prepayment programs 
in caring for the hospital needs 
of the retired aged, but stated that 
“it is conceivable, however, that 
the use of social security to pro- 
vide the mechanism to assist in 
the solution of problems of financ- 
ing these needs may be necessary 
ultimately.” 

“The AMA,” Dr. Blasingame 
said, opposes national compulsory 
health insurance—whether across 
the board, or limited in scope— 
because we believe voluntary en- 
terprise can do the job .. The 
AMA’s positive health program for 
older citizens calls for an all-out 
approach to the needs of all the 
aged, sick or well, so that special 
needs will be less in the future— 
not greater. .. American medicine 
recognizes the conflict between its 


cago Clinics (1956) (he was also 
a member of the building com- 
mittee); Tol Terrell, administra- 
tor, Shannon West Texas Memo- 
rial Hospital, San Angelo (1958). 
Ray Amberg, current AHA presi- 
dent, was not present when the 
photograph was taken. 

Building committee members 
who received plaques were (1 to 
r): Joseph G. Norby, hospital con- 
sultant; Dr. Robin C. Buerki, 
director, Henry Ford Hospital, 
Detroit; John N. Hatfield, admin- 
istrator, Passavant Memorial Hos- 
pital, Chicago. Dr. Edwin L. 
Crosby, director of AHA and a 
member of the building commit- 
tee, is not in the photograph. 8% 
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position and . . the AHA state- 
ment. We hope the differences can 
be resolved.” 


Tol Terrell, administrator of 
Shannon West Texas Memorial 
Hospital, San Angelo, and immedi- 
ate past president of AHA, said 
that “hospita's have a responsi- 
bility as one of the principal 
health resources within the com- 
munity, to stimulate and partici- 
pate in the planning arid develop- 
ment of well-rounded programs to 
meet community needs for facili- 
ties and services for the care of 
patients with long-teim illness.” 

Mr. Terrell urged state repre- 
sentatives to set up joint councils 
on aging so that the health organi- 
zations in each state will be able to 
cooperate effectively with the 
Joint Council to Improve the 
Health Care of the Aged and be 
able to make suggestions for the 
- forthcoming White House Confer- 
ence on the Aged. 

“We are very hopeful that each 
state hospital association will par- 
ticipate in a state council and will 
do all that it can toward getting 
its development under way as soon 
as possible. There are available in 
AHA headquarters, for guidance 
of state associations, copies of the 
national council’s organization and 
bylaws,” he said. 

Mr. Terrell said state joint coun- 
cils should not be involved in 
political activity and that member- 
ship on such councils should be 
limited to “purveyors of health 
care.” 


FOREIGN MEDICAL GRADUATES 


Dr. Dean F. Smiley, executive 
director of the Educational Coun- 
cil for Foreign Medical Graduates, 
said that poor command of the 
English language remains the big 
problem facing many foreign med- 
ical graduates seeking postgradu- 
ate study in this country (see 
story p. 96.). 

Dr. Smiley said the students were 
sometimes disappointed in the 
teaching programs available to 
them. They often feel, he said, 
that no effort is made to orient 
them. “There is evidence,” Dr. 
Smiley said, “that a good many 
foreign medical graduates come 
here hoping to get first class train- 
ing and end up doing routine 
work... There have been ex- 
amples where they feel that they 
have been exploited.” 

Dr. Dean A. Clark, general di- 
rector of Massachusetts General 
Hospital, Boston, and chairman of 
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AHA’s Committee on Infections 
Within Hospitals, said that hospi- 
tals may be responsible for spread- 
ing staphylococcal infections 
“without being aware of it be- 
cause many infections appear after 
discharge from the hospital. We 
don’t know former or present rates 
of infection in hospitals. Presum- 
ably the rate last year did not 
change much” and in another year 
the rate may be. measurable. Di- 
agnosis must be specific, Dr. Clark 
said. 

He said that manuals on hospi- 
tal infections are being prepared, 
including one by the Public Health 


AHA PRESIDENT Ray Amberg (left) accepts 
the “Spotlight Award" from Dr. Edward C. 
Holmblad, managing director, Industrial Med- 
ical Association and member of the execu- 


tive committee of the President's Committee 

. on Employment of the Physically Handi- 

rd capped. The plaque was given to the Asso- | 
ciation, by the President's committee, for an 

article, “Employing the Blind Is No Handi- 
cap"’ (HOSPITALS, J.A.H.A. March 1, 1957). 


Dr. Clark said that legal prob- 
lems may arise because of infec- 
tions contracted in the hospital. It 
is important, he said, that all hos- 
pital personnel report their infec- 
tions and be laid off until the in- 
fections clear up. If there is proof 
that a hospital worker became 
infected in the hospital, the worker 
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Service on antiseptics and disin- 
fectants. 


Board Meets in New Quarters 


Fie rT? 
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The Board of Trustees of the American Hospital Association held its 
first meeting in the Board Room of the new headquarters building during 
the 1959 Midyear Conference of Presidents and Secretaries. 

Seated around the horseshoe-shaped table were (1 to r): Frank S. 
Groner, administrator, Baptist Memorial Hospital, Memphis, Tenn.; Ray- 
mond K. Swanson, superintendent, Swedish Hospital, Minneapolis; Abbie 
E. Dunks, administrator, Boston (Mass.) Dispensary;.Maurice J. Norby, 
AHA deputy director; Dr. Edwin L. Crosby, AHA director; Ray Amberg, 
ex officio member (AHA president) and chairman, director of Uni- 
versity of Minnesota Hospitals, Minneapolis; Tol Terrell, ex officio 
member (AHA immediate past president), administrator of Shannon 
West Texas Memorial Hospital, San Angelo; John N. Hatfield, ex 
officio member (AHA treasurer), administrator of Passavant Memo- 
rial Hospital, Chicago; Reid T. Holmes, administrator, North Carolina 
Baptist Hospital, Winston-Salem; Dr. D. R. Easton, medical superin- 
tendent, Royal Alexandra Hospital, Edmonton, Alberta, Canada; Clarence: 
E. Wonnacott, administrator, Dr. W. H. Groves Latter-Day Saints Hos- 
pital, Salt Lake City; Carl C. Lamley, executive director, Stormont-Vail 
Hospital, Topeka, Kans. 

Not present when the photograph was taken were: Dr. Russell A. 
Nelson, ex officio member (AHA president-elect), director of Johns Hop- 
kins Hospital, Baltimore; Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan 
director of hospitals, Milwaukee; Rear Adm. B. W. Hogan, MC, USN, 
surgeon general, Department of the Navy, Washington, D.C. os 
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may be eligible for workmen’s 
compensation. Dr. Clark said that 
administrators should explore the 
possibility that patients may sue 
if they contract an infection in 
the hospital. 


HOSPITAL IS A LABORATORY 


Dr. T. Stewart Hamilton, direc- 
tor of Hartford (Conn.) Hospital, 
and chairman of AHA’s Council 
on Professional Practice, said that 
“the hospital will continue to be 
the laboratory of nursing educa- 
tion” and that “the hospital school 
is an essential element in nursing 


education.” The text of Dr. Ham- 
ilton’s paper begins on p. 32 of this 
issue. | 

Richard L. Johnson outlined the 
AHA’s Hospital Counseling Pro- 
gram, which is presently under- 
going final revision and is sched- 
uled to be operating on a regular 
basis by September. Mr. Johnson 
is secretary of the Council on Ad- 


ministrative Practice and director 


of the counseling program. 

Dr. Joseph F. Sadusk, Jr., chair- 
man of the AMA-AHA Joint Com- 
mittee on Professional Liability, 
said the committee has formulated 


safety programs to improve pa- 
tient care and reduce accidents in- 
volving joint professional and hos- 
pital responsibility. He said that 
an insurance company was making 
a survey of liability experience in 
200 California hospitals and that 
this study is expected to serve as 
a pilot for similar surveys in other 
states. 

The first educational effort of 
the joint committee, a motion pic- 
ture entitled “No Margin for 
Error,” was shown. The 30-minute 
sound movie will soon be avail- 
able from the Association. . 


AT MEDICAL EDUCATION CONGRESS— 


Hospitals Seen as Core of 10 New Medical Schools 


The suggestion that nonuniversity-affiliated teaching hospitals with 
“professional staffs of excellence and good training” might form the 
core for additional medical schools was discussed at the 35th annual 
Congress on Medical Education and Licensure. The congress was. held 


in Chicago on Feb, 7-10. 
Dr. James A. Campbell, profes- 


sor of medicine at the University . 


of Illinois, said that it has been 
estimated that a score of new 
medical schools will be needed in 
the next few years, if today’s ratio 
of doctors to population is to be 
maintained. 

He said that perhaps 10 hospitals 
in the country (he cited Michael 
Reese Hospital, Chicago, as one of 
them) might provide the nuclei 
for the establishment of new med- 
ical schools. 

The suggestion was made fol- 
lowing an address in which Dr. 
Campbell said that there is a 
critical need for a study and re- 
view of graduate medical educa- 
tion in this country. He said that 
a committee making such a study 
and review could be as authorita- 
tive in the field of graduate medi- 
cal education and as responsible for 
the evolution of sounder policies 
in this area as the Flexner report 
of the early 1900’s was in the field 
of medical education for under- 
graduate students. 


Dr. Willard C. Rappleye, presi- 


dent of the Josiah Macy Jr. Foun- 


dation, New York City, said: “A 

large part of 
medical educa- 
tion in America 
is actually un- 
der hospital su- 
pervision and 
guidance which 
makes that in- 
stitution a vital 
part of the 
whole educa- 
tional system of 
medicine and a 
vehicle of great value in research 
efforts and the community applica- 
tion of new knowledge regarding 
health and disease prevention. 
Fortunately, many of the non- 
university hospitals now have pro- 
fessional staffs of excellence and 
good training who would be able 
to give a high quality of instruc- 
tion to house staffs and practicing 
physicians, if given the opportuni- 
ty and incentive. A large available 
reservoir of training opportunities 
exists which might be _ utilized 
through proper educational lead- 
ership and supervision.” 


DR. RAPPLEYE 


Two AMA Appointments 
Dr. Edward L. Turner has been named director of the American Medical As- 
sociation’s Division of Scientific Activities, a newly-created position. Dr. Turner 
has been secretary of the AMA Council on Medical Education and Hospitals since 


1953. 


Dr. Walter S. Wiggins, associate secretary of the Council on Medical Edaco- 


tion and Hospitals, has been named to succeed Dr. Turner as council secretary. 

The new Division of Scientific Activities includes the Councils on Mental 
Health, Scientific Assembly, and Medical Education and Hospitals; the Ameri- 
can Medical Education Foundation, and the Department of Therapy and Re- 


search. 
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Dr. Rappleye said that the in- 
ability of medical schools to pay 
competitive salaries for medical 
instructors is affecting professional 
education. “Already,” he said 
“signs have appeared in various 
places in the country indicating a 
shift to greater hospital control in 


view of the inability of most 


universities adequately to support 
or to secure additional financial 
aid for their medical school pro- 
grams and the growth of public 
understanding and support of com- 
munity health services with which 
hospitals are so clearly identified. 

*“..A substantial part of the 
clinical education of undergradu- 
ate medical students frequently is 
provided in other than primary 
university hospitals. Two-thirds of 
the 12,626 approved internships 
and over one-half of the 31,665 
residencies are in such hospitals. 
Although these appointments are 
primarily for training, the service 
features often are more prominent 
than the intellectual.” 

Dr. Rappleye also said that “‘the 
introduction of the longer hospital 
period of training plus the re- 
quirements of military service af- 
ter graduation have intensified the 
challenge to reduce the long span 
of professional education. In the 
long run the most satisfactory 
solution may be not to interfere 
with the medical course per se, 
which is currently undergoing in- 
tensive revisions and improve- 
ments, but to strengthen and 
vitalize the period of secondary 
and college education as recom- 
mended recently after thorough 
study of this field.” 


ELIMINATE INTERNSHIPS 


Dr. Campbell, in his address, 
said that medical internships in 
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$1.1 Million to Nation’s Medical Schools 
Some $1,133,654 in gifts will be distributed among the nation’s 85 medical 
colleges by the American Medical Education Foundation. 
The gifts represent the amount raised during 1958 and are $148,000 more 
than the 1957 figure. Illinois and California ranked first and second, respectively, 


in the amount of money donated. 
Announcement of the gifts was made at the 55th Congress on Medical Educa- 


7 tion and Licensure. 


medical schools and in hospitals, 
whether or not affiliated with a 
medical school, should be elimi- 
nated. “It does not seem wise,” he 
said, “to continue with the present 
programs of giving most to those 
_ who need the least. The obvious if 
not easy solution would seem to 
be that we admit foreign graduates 
to our best clerkship programs in 
the medical schools rather than to 
admit them for a year or two for 
what may very well be inferior 
although recognized or accredited 
internship training .. . 

“Ineffective internships could 

.properly be replaced with 
something which might be termed 
pregraduate training clerkships 
within our medical schools... 

“Many of the primarily service- 
oriented internship programs 
would be dropped for I would 
visualize nonapproval for any- 
thing less than a two-year resi- 
dency.” Internal medicine would 
be the core of such a program, he 
said. 

Dr. Campbell said hospitals that 
participate in such a program 
should have basic science depart- 
ments and clinical personnel avail- 
able so that the proper educational 
atmosphere would be provided. 

Another problem that might be 
solved by a Flexner-type commit- 
tee, Dr. Campbell said, is “im- 
provement of the programs of 
education in hospitals outside the 
medical school environment to 
such an extent that they would 
indeed become not only acceptable 
institutions of medical education, 
but that they might even pioneer 
in some particular phases of it.” 


HOPKINS’ NEW PROGRAM 


Dr. Thomas B. Turner, dean of 
medical faculty of Johns Hopkins 
University, Baltimore, reported in 
another address that the university 
is revising its program so that 
more emphasis is placed on a 
broad education for physicians (to 
include the humanities and social 
sciences) rather than a purely 
scientific one. Students from any 
approved college will be permitted 
to enter the five-year medical 
school program at the end of their 
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sophomore or junior years, he said. 

Dr. John A. D. Cooper, assistant 
dean of the Northwestern Univer- 
sity Medical School, said that 
promising medical students are 
being lost to other scientific pur- 
suits because the nonmedical pro- 
fessions are able to offer fellow- 
ships and research assistantships 
as inducement. “Medicine has no 
equivalent source of subsidy for 
its students,” he said. Dr. Cooper 
also said that students in other 
sciences do not have to spend as 
much time or money on education 
and are able to support themselves 
and their families sooner than 
doctors are able to. 


REPORT ON ‘THE HOSPITAL’ 


Dr. John Conlin, medical direc- 
tor of Boston (Mass.) City Hospi- 
tal, reporting on a workshop-con- 
ference on “the hospital,” said 


that: “It was felt that, in essence, 


graduate clinical training pro- 
grams were an upward extension 
of medical education from _ the 
medical schools into the hos- 
pitals .. 

“Despite continued and concen- 
trated effort, many hospital ad- 
ministrators, trustees, and hospital 
staff members have continued to 
place emphasis on the ‘service’ 
aspects of house staff training... 

“There was strong ‘feeling that 


many present administrative prob- 


lems of hospitals arise from the 
rather haphazard growth and de- 
velopment of the many specialty 
and subspecialty boards... 

The evils of over-department- 
alization, splintering, and frag- 
mentation were repeatedly 
stressed.” 

Dr. Conlin said it had been 
found that outpatient department 
care cut hospital admissions, but 
resulted in an “increase in hos- 
pital admissions due to stepped-up 
activities in case finding at diag- 
nostic clinic levels.” 

There was agreement, he said, 
that “it is valuable for a resident 
to be exposed to a research pro- 
gram,” but that “there is a danger 
in research for the sake of re- 
search.” 

The workshop-conference par- 


ticipants put heavy stress on hos- 
pitals’ need for an adequate library 
to carry training programs and 
research projects through success- 
fully. “Research begins in the 
library,” Dr. Conlin said. 

“Statistics show a trend on the 
part of candidates for graduate 
training toward larger hospitals 
and less and less to smaller hos- 
pitals ... The private patient bene- 
fits by participation in a teaching 
program.” 

Dr. Iago Galdston, a psychiatrist 
and medical historian, speaking 
on a panel discussing specialism in 
medicine, said that specialization 
“is here to stay, but not that it 
will stay the same. Specialism is. 
in effect threatened by its own 
technological instrumentalities. I 
cannot envision automation taking 
over the surgeon’s work, but it 
may well take over that of his 
anesthetist.”” Diagnostic labora- 
tories are taking over many of the 
tasks involving judgment which 
were formerly performed by spahe 
ialists, he said. 


Cornell Sets Program 


For Hospital Administrators 


The second Hospital Adminis- 
trators Development Program is to 
be held at the Sloan Institute of 
Hospital Administration at Cor- 
nell University, Ithaca, N.Y., from 
June 22 to July 31. 

Approximately 20 administra- 
tors of hospitals and health agen- 
cies will explore, with the guid- 
ance of faculty members, current 
knowledge, issues in medical care 
economics and programs, the ad- 
ministrative process, and profes- 
sional relationships. 

Under the terms of a grant from 
the Alfred P. Sloan Foundation, 
participants selected for this semi- 
nar series pay a $250 fee toward 
tuition, living and incidental costs. 
Applications will be accepted up 
to April 20. 

Further program information 
and application forms are avail- 
able from the Sloan Institute. 48% 
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SECOND ANNUAL ACHA CONGRESS— 


Administrators Examine Decision-making Methods 


More than 800 hospital executives spent a busy two days in Chicago 
last month trying to learn more about the complicated business of being 


a good administrator. 


The occasion was the second annual Congress on Administration, pre- 
sented by the American College of Hospital Administrators, Feb. 6-7. 


Speaking at the opening general 
assembly, Robert N. Wilson, Ph.D., 
said that the hospital “is inevitably 
a choosing, deciding organization, 
both because of its pursuit of mul- 
tiple goals and because of the need 
to maintain a delicate tension and 
balance among related systems.” 
Mr. Wilson, medical sociologist at 
the Judge Baker Guidance Center, 
Boston, said that the decision- 
maker, like a physician, “must be 
alert to the side-effects of what he 
does.”” A decision, he said, ‘‘almost 
always means something more, or 
something different, to its recipient 
than it did to its originator.” 

More research is needed on the 
decision-making process the 
hospital, said Mr. Wilson. He sug- 
gested four areas in which this re- 
search would be most helpful. 

1. Close investigation of hospital ‘‘pri- 
mary groups” in action. Films, re- 
cordings, and observations could be 
used, he said, to find out how de- 
cisions are really made. 

2. Evaluation of the effect of training 
on the ability of the decision-maker. A 
man trained to make decisions, 
said Mr. Wilson, will be alert to 
the factors that must be taken into 
account. 

3. Accurate reports of how behavior 
affects choice. What is needed, said 
Mr. Wilson, is a great number of 
administrators’ diaries, supple- 
mented by descriptions from ob- 
servers. In this way, he said, “we 
could begin to build a file of case 
materials in administrative de- 
cision-making which would be 
useful for scientific study of the 
process involved and for training 
others...” 

4. Types of decision-making environ- 
ments. It would be helpful to know, 
said Mr. Wilson, if the decision- 
making process differs substan- 
tially according to shifts in the 
“size and nature of the setting.” 
As examples, he cited the small 
versus the large hospital setting, 
the short-term hospital versus the 
chronic hospital and such depart- 
mental differences as nursing ver- 
sus maintenance and pediatrics 
versus obstetrics. 


AWARD FOR BOOK 


afternoon assembly was 
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highlighted by the presentation of 
the 1959 “Hospital Administrator’s 
Award” to Chris Argyris, Ph.D., 
associate professor of industrial 
administration at the Yale Uni- 
versity School of Engineering, New 
Haven, Conn., for his book, Per- 
sonality and Organization. 

In his talk following the pres- 
entation, Prof. Argyris said that 
many popular management prin- 
ciples are really no more than 
“half-truths.” He cited five such 
principles: 

@ Executives should know their 
employees personally. 

@ Employees need to belong to 
a group. 

Employees naturally resist 
change if they don’t know what 
is going on and why. 

@® Productive workers are happy 
and loyal workers. 

@ Employees should be treated 
as individuals. 

Prof. Argyris said that depth 
interviews of 50 top executives 
indicated that the following three 
attributes were common to many 
good executives: 

1. High tolerance of frustration. 

2. An understanding of the rules 
and acts of “competitive warfare.” 

3. The skill to be “diplomati- 
cally hostile.” 


FORMAL AND INFORMAL 


Jack J. Preiss, Ph.D., assistant 
professor, department of sociology 


PROF. PRIESS 


PROF. HALL 


and anthropology, Michigan State 
University, East Lansing, was the 
guest speaker at the final day’s 
morning assembly. Prof. Preiss 
said every formal organization 
brings with it informal organiza- 
tions. This, he said, is not neces- 
sarily a bad thing. When a staff 
is faced with defects or inadequa- 


cies that the formal organization 
cannot correct, he said, it will try 
to reduce stress by using informal 
channels. In this way, Prof. Preiss 
said, informal systems often com- 
pensate for defects in formal sys- 
tems and, in so doing, keep the 
formal system from breaking down. 


SOAP VS. PEOPLE 


The same techniques that moti- 
vate people to buy soap or per- 


_fume are not as effective in mo- 


tivating employees, Oswald Hall, 
Ph.D., said in his address at the 
final general assembly. Mr. Hall, 
professor of sociology in the de- 
partment of. political economy at 
the University of Toronto, said 
that hospital personnel could be 
divided into three groups: those 
holding (1) jobs or (2) positions 
or (3) those belonging to a pro- 
fession. The distinctions among the 
three, said Prof Hall, are many 
and important. He discussed seven 
such differences. | 

1. The way one is paid. 

2. The way one’s duties are re- 
lated or assigned. 

3. The way one is trained. 

4. The relationship of the em- 
ployee to the organization. 

5. The orientation program for 
the employee. | 

6. The kind of work performed. 

7. The social acceptance of the 
job or position or profession, as 
the case may be. | 

Prof. Hall suggested that it is 
fruitless to attempt to motivate 
any of the three groups with in- 
centives that would appeal only 
to one of the other groups. “Don’t 
expect profes- 
sional stand- 
ards,” he said, 
‘from work 
that cannot be 
professional- 
ized.” Prof. Hall 
said that no 
stigma is at- 
tached to being 
employed in a 
job or position 
by an organiza- 
tion, but there are many who 
view such an arrangement as the 
“second best way of practicing a 
profession.”’ 

In addition to the general as- 
semblies, 20 breakfast seminars 
were held at the congress on Feb. 
6. The same topics were repeated 
on Feb. 7. The topics discussed 
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ranged from “developing leader- 
ship” (seminar no. 1), to “con- 
structive discipline” (seminar no. 
20). 


At one of the seminars, Prof. 
Ralph G. Nichols said that al- 
though everybody talks, nobody 
really seems to know how to lis- 
ten. Prof. Nichols is head of the 


communications program at the 
University of Minnesota. A major 
hurdle to good listening, said Prof. 
Nichols, is the fact that we think 
much faster than we talk. “When 
we listen,” he said, “we continue 
thinking at high speed while the 
spoken words arrive at low speed. 
In other words, we can listen and 
still have some spare time - 
think.”’ 


239 GET EMERGENCY CARE— 


St. Louis Hospitals Aid Tornado Victims 


A tornado which slashed diagonally across St. Louis early on the 
morning of Feb. 10 claimed 22 lives and injured at least 239 other persons. 

Homer G. Phillips Hospital, a 654-bed city hospital, provided care for 
114 tornado victims, admitting 41 for further treatment. 

St. Louis City Hospital, 1022 beds, provided care for 125 casualties, of 


whom 21 were admitted. The city 
hospitals were nearest the scene 
of the heaviest damage. 

Because of the system used for 
dispatching municipal ambulances, 
St. Louis City Hospital is in direct 
two-way communication with the 
police on the police department’s 
own wavelength and was thus no- 
tified of the emergency as soon as 
it was known that the tornado had 
struck. 

The hospitals handled the bulk 
of the casualties between 2:30 a.m. 
and 4:30 a.m. on Feb. 10, according 
to Virgil McKnight, superintend- 
ent of Phillips Hospital, and Milan 
Milkovich, administrator of St. 
Louis City Hospital. The tornado 
hit shortly after 2 a.m. 

The city’s civil defense system 
was not alerted to the situation 
until approximately 6 a.m. 

When notified of the tornado, 


Tornado victims line hall of St. Lovis City Hospital. 


Gerald J. Malloy, executive direc- 
tor of the Greater St. Louis Hos- 
pital Council, contacted other hos- 
pitals in St. Louis to determine 
how much assistance could be ex- 
pected from them in caring for the 
tornado’s victims. Although help 
from other hospitals was available, 
Mr. Milkovich said, the city hospi- 
tals handled the situation without 
it. 

When the night supervisor at St. 
Louis City Hospital learned that a 
large number of casualties were 
to be brought in, she notified Mr. 
Milkovich and then alerted the 
personnel within the hospital and 
department supervisors who live 
in the nurses’ residence. 

Night nursing personnel who, in 
an emergency situation, were con- 
sidered surplus were sent to wings 
of the hospital which had been 


More than 200 persons were in- 


jvred in the tornado which struck the city en Feb. 10. Twenty-twe persons were killed. 
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closed because of lack of personne] 
so that beds would be ready for 
use when the tornado victims were 
brought in. | 

The hospital’s outpatient depart- 
ment was opened for families of 
the casualties, the Red Cross, and 
the Salvation Army. The Red 
Cross, acting as an information 
center, handled many of the out 
of town telephone calls which 
flooded the hospital’s switchboard. 

Housekeeping personnel were 
recruited as stretcher bearers and 
messengers. The x-ray and other 
departments were also alerted for 
emergency service. 

Mr. Milkovich, who was not at 
the hospital, termed the smooth 
handling of the situation by su- 
pervisory personnel “an unusual 
display of leadership.” 

At Phillips Hospital, additional 
nurses, doctors, and 43 student 
nurses were used during the emer- | 
gency. Twenty to 25 beds were 
put up in a closed ward. The hos- 
pital had been given no warning 
and did not know that tornado 
victims were to be brought in un- 
til the first ones arrived. 

Both hospitals -reported that 
they experienced no shortages of 
supplies or blood. The press co- 
operated with the staffs at both 
hospitals. Because of the early 
morning hour, neither hospital 
experienced any difficulty with 
crowds, the administrators said. ® 


Ice, Sleet, Snow Help Fill 
Chicago Emergency Rooms 


More than 1600 persons in the 
Chicago area were injured as the 
result of icy roads and pavements 
in the four day period from Feb. 
7 through Feb. 10. The estimate 
was made by Chicago’s newspa- 
pers, as the inclement weather be- 
came the city’s biggest news story. 

Streets were glazed all over the 
area by a freezing rain, which fell 
on snowy streets, resulting in 
many traffic accidents and spiils 
on sidewalks. 

Hospital emergency rooms re- 
sponded quickly to the unusual 
number of emergency fracture 
cases they were called upon to 
handle. 

St. Francis Hospital (396 beds) 
in Evanston (a suburb just north 
of Chicago) was apparently the 
hospital most favored by fracture 
patients. During the week of Feb. 
7-14 the hospital provided care for 
180 bone emergency cases; 25 of 
these were admitted for further 
treatment. 
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Typical of the experiences of 
Chicago area hospitals were: 

Little Company of Mary Hos- 
pital, Evergreen Park (463 beds) 
—26 fracture cases on Feb. 9 alone. 
During January, the hospital re- 
ported, 160 fracture cases were 
treated; this is 10 times the num- 
ber of fractures handled at the 
hospital during a nonwinter month. 

Loretto Hospital (150 beds)— 
eight fracture cases, of which three 
required hospitalization. No prob- 
lems were encountered in handling 
the cases, the hospital reported. 

Martha Washington Hospital (65 
beds)—-15 fracture cases; 9 ad- 
mitted to the hospital. The hos- 
pital reported no difficulty in han- 
dling the fracture patients. 

Mt. Sinai Hospital (373 beds)— 
10 fracture cases admitted. No 
problems. 


Passavant Memorial Hospital 


(262 beds)—-14 fracture cases; 3 
admitted for further care. No prob- 
lems. 

Ravenswood Hospital (213 beds) 
—62 persons were treated, of whom 
16 were admitted. The hospital 
experienced some brief difficulty 
in processing patients through the 
x-ray department. 

South Shore Hospital (75 beds) 
—50 fracture cases; 5 persons were 
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admitted for further treatment at 
the hospital, but possibly 20 more 
would have been admitted had 
room been available for them, the 
hospital stated. 

West Suburban Hospital, Oak 
Park (329 beds)—40 fracture cases 
were given treatment; 16 persons 
were admitted. The hospital post- 
poned some elective surgery. The 
hospital experienced some delay 
in installing central oxygen pip- 


ing in its older wing because a 
number of beds were occupied 
longer than had been expected. 8 


CURRENT LISTINGS OF 2 
NEW ASSOCIATION MEMBERS 


Nine Die in Nursing Home Fire 


EIGHT elderly persons and a fireman died as the result of a fire at Glen Ellyn (lll.) Acres 
Nursing Home on Jan. 30. Seen here is one of the 20 other occupants of the building who 
were rescued by volunteer workers; some of those rescued received minor injuries. An_ in- 
vestigation is underway to determine the cause of the lethal fire. 
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NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Avenal District Hospital, Avenal. 
FLORI 


Palmetto Medical Clinic and Hospital, 
Wauchula. 
NEW YORK 


City of New York, De 
itals, Bureau of M 


ent of Hos- 
cal and Hospital 
rvices. 


OHIO 
—— Center of Summit County, 


ron. 
RHODE ISLAND 
XA 


Risser Clinic and Hospital, Bonham 
Childress Clinic and Hospital, Goldthwaite. 
Kimble Hospital, Junction. 

Medical Arts Hospital, Lamesa. 

Hospital in the Pines, Lone Star. 

Cedars Hospital, Mansfield. 


AH 
——w of Utah Hospital, Salt Lake 
y. 


VIRGINIA 
Culpeper Memorial Hospital, Culpeper. 
WISCONSIN 


Barron Community Memorial Hospital, 
Barron. 


NEW PERSONAL MEMBERS 


Bartz, Epwarp P.—student—Northwestern 
University—Chicago. 

Berry, Froyp L.—student in hosp. adm.— 
Army Medical Service School—Fort Sam 
Houston, Tex. 

A.—asst. s 
Chicago (Ill.) Wesley 


Cuma, James G.—student in hosp, adm. 
—Yale University—New Haven, onn. 
COooKE, ARLES K.—student in hosp. adm. 

—Northwestern University—Chicago. 
Cox, —De Paul Hospital— 


supt. and compt. 
emorial Hos- 


Dean, E agt.—Baylor Univer- 
sity Hospital — Tex 
DOUGHERTY —ex ec, sec.— 


.N. 
“Association—Milwau- 


StepHen L.—student in hosp. 
—Columbia University—New York 


y. 
Garwin, J. R.—adm.—Garfield Park Com- 
munity Hospital—Chicago. 
Gitiespre, Capt. Harotp S.—mat. off —Army 
Hospital—Wurzburg, Germany. 
GILLESPIE, Ropert C.—student in hosp. adm. 
—Northwestern 
Ginn, ENsicn Roserrt W 
off —dispensa —Cam june, N. 
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ma,Wash 
—acting pt.—Perman- 

ente Medical Group—Oakland, C 

, Lee V.—adm.— Leon (Tex.) 
Municipal Hospital. 
OLpswortH, VIVIAN E.—-supv., i 
educ. Samari Hospital—Pu- 
yallup, Wash. 


Hupson Joun D.—student in hosp. adm.— 
Northwestern University—Chicago. 
Jarvis ARTHUR 
—Columbia University—New York City. 
Kent, Marian G.—assoc. edit.—American 
LASSANSK —student—Northwest- 
ern University—Chicago. 
Lewis James D. Jr.—adm. res.—Duke 
Hospital—Durham, N. C. 
Loase, FRep mgr.—Arizona 


— asst. bus. 

State Hospital—Phoenix. 

Mars, Paut E.—adm. vice pres.—National 

' Health and Welfare Retirement Associa- 
tion, New. York. 

Moon, James E.—student in hosp. adm.— 


other meetings of hospital admin- 
istrators. 

2. Publicize model programs. 

3. Encourage experimentation 
with all phases of progressive care 
in hospitals, extending into outpa- 
tient and home-care services, with 
special reference to applicability 
to long-term patients. | 

4. Promote the concept of the 
development of comprehensive 
services and facilities, physically 
related to and administered by or 
affiliated with general hospitals, 
for the care of all kinds of long- 
term illnesses. 

5. Promote educational programs 
for medical and paramedical per- 
sonnel with regard to health care 
of the aged, and stimulate interest 
in working with the aged. 

6. Promote the development of 
programs in hospitals designed to 
assist the patient in prevention of 
disease and secondary disabilities 
resulting from diseases already ac- 

quired. This should be an integral 
_ part of all services in the hospital. 
Promoting Establishment of Com- 

mittees on Care of the Chroni- 
cally Ill and of the Aged at State 
and Local Levels and Developing 

Suggested Function and Program 

for Such Committees 
Preparing Guides for the Provi- 

sion of Services for the Long- 
term Patient in Hospitals and 

Related Facilities 
1. Prepare a guide for planning 
construction of new facilities and 
remodeling existing facilities. 
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J..—student in hosp. adm. 


State Uni of Iowa—Iowa City, 
Murpeny, Francis J.—student in h 
—Columbia Yor 


Piccour, R.— asst.— Monte- 
fiore ‘Hospital— New York City. 
PLUNKETT A.—plant supt.—Boston 


(Mass.) City Hospital. 
Rivera, JUAN Rrvera—student—Columbia 
University—New York City. 
HUTT, Barsara G.—ed.—American Jour- 
nal of Nursing—New York City. 
ANNABEL, R.N.—nurse t.— 
Rochis Products Company—De Land, 


Stster M. JANE Feances—adm —St. Johns 
Hospital—Longview, 


| Sister JOSEPR VERONICA, 


R.N.—asst. adm.— 
Long Island (N.Y.), City Hos- 


PETER (Casrey), O.R.S.M— 
student in Pn adm.—St. Louis (Mo.) 
University. 

Sweenty, JaMEs P.—student in hosp. adm. 
—University of California—Berkeley. 

Tzunc-Ltianc Sv, M.D.—dir —Provincial 


ASSOCIATION 


Tainan (Taiwan, Free China) Tubercu- 
losis Control Center. 

Wessury, Sruarr A., Jr.—student in hosp. 
of Michigan—Ann Ar- 


Wore, Cuirrorp—hosp. planning consult. 
Evanston, 

Zu.mer, Guien E.—student—Northwestern 
University—Chicago. 


HOSPITAL AUXILIARIES 
Mobile (Ala.) County Hospital Auxiliary. 
St. Joseph Hospi Auxiliary—Eureka, 


Calif. 
Salem (Tll.) Memorial Hospital Auxiliary. 
Auxiliary of Washington County Memorial 
Hospital—Salem, Ind. 
Hospital ¢ Club—P! outh, Mass 
(Nebr.) General ospital Auxili- 


ary. 
Women's Auxiliary of Riverside Hospital— 
Toledo, Ohio. 
Auxiliary of Trinity Memorial Hospital— 
Cudahy, Wis. 


SECTION 


(Continued from page 55) 


2. Prepare a guide dealing with 
the operation of facilities and serv- 
ices for the long-term patient. 

3. Prepare a guide for commun- 


ity planning groups to identify 


kinds of community organizations 
concerned, facts needed to facili- 
tate sound planning, possible meth- 
ods of studying the community 
needs and resources. 


_CHRONICALLY ILL AND AGED 

VOTED: To approve the Guide for 
State and Local Hospital Committees 
on Care of Chronically Ill and Aged. 

GUIDE FOR STATE AND LOCAL 

COMMITTEES OF HOSPITAL 

ASSOCIATIONS ON CARE OF 

CHRONICALLY ILL AND AGED 
Purpose 

To promote sound programs for 
the health care of the chronically 
ill and of the aged. 
Program 

1. Promote the expansion of the 
role of the general hospital in the 
care of chronically ill and the 
aged to achieve continuity of care 
by developing long-term care 
units, affiliated nursing home units, 
outpatient and home care pro- 
grams. 

2. Establish liaison with similar 
committees of other organizations 
and, wherever possible, foster es- 


-tablishment of joint committees 


with other health organizations 
and agencies, e.g., medical society, 
nursing home association, welfare 
department, health department, 
health council, Council of Social 


. Agencies. 


3. Emphasize the need for com- 
munity planning for long-term 
care. 

a. Study existing facilities and 
services and their utilization 
and financing. 

b. Study unmet needs. 

c. Plan development of facili- 
ties to meet recognized needs, 
including construction of new 
facilities, and/or conversion 
of existing facilities to avoid 
new construction for either 
acute or long-term patients 
which would be in excess of 
community needs. 

4. Develop specific community 

programs, as needed, to 

a. Support adequate licensure 
laws for facilities caring for 
the chronically ill and for the 
aged. 

b. Assure liaison between hos- 
pitals and institutions other 
than hospitals for the pur- 
pose of improving health 
services for long-term pa- 
tients, e.g. through 
1) Two-way referral proce- 

dures. 

2) Making available hospital 
services and equipment. 

3) Providing continuity of 
care based on need. - 

4) Fostering educational pro- 
grams for nursing home 
personnel through adult 
education centers, exten- 
sion services, etc. 

5) Sponsoring workshops on 
such subjects as develop- 
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ment of home care pro- 
grams; operation of long- 
term units; operation of 
nursing home units by 
general hospitals. 

c. Seek adequate financing for 
the development of facilities 
and provision of services, in- 
cluding adequate third-party 
coverage for inpatient nurs- 
ing home, outpatient, and 
home care services. 


How health needs of the aged 
are met in Colorado 


(Continued from page 42) 


question which remains is, how 
they are to be administered. 

The ideals we seek to preserve 
today in the voluntary hospital 
system are those which preserve 
hospitals’ prerogatives of self- 
government, individual determi- 
nation of objectives and polices, 
and individual control of quality, 
quantity, and cost of services ren- 
dered to the public. Members of 
the medical profession, too, want 
continued freedom of choice of a 
physician by all segments of the 
public on an adequate and real- 
istic fee-for-services basis, and 
continued absolute independence 
of the individual physician from 
any form of direction, limitation, 
or control by persons or agencies 
outside of the medical profession. 
So long as these ideals are pre- 
served, I cannot think that the 
dignity of the medical profession 
or the voluntary hospital system is 
enhanced by assuming a position 
of opposition to any program in 
which there is participation by a 
state or federal agency. 

Furthermore, I think that the 
Blue Cross prepayment plans 
across the country—whose exis- 
tence is dependent upon a continu- 
ation of the voluntary hospital 
system—and the Blue Shield Plans 
—which have been developed by 
the medical profession itself— 
should take advantage of every 
opportunity which presents itself 
to become the administrative vehi- 
cle through which the independent 
services of the medical profession 
and of the hospitals are made 
available to the less fortunate 
segments of our total population. 

In Colorado, the medical pro- 
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fession and private hospitals feel 
that an ideal stiuation would be 
100 per cent participation in the 
plans sponsored by the doctors and 
hospitals themselves. This is an 
ideal which probably never will 
be attained. In the past year, how- 
ever, that situation has been at- 
tained for 54,000 of the aged whose 
health care only a year ago was a 
major problem for themselves, for 
state and county welfare depart- 
ments, and for doctors and hos- 
pitals. Today, without the sacrifice 
of prerogative and without the 
compromise of any independence 
by either doctors or hospitals, that 
problem has been solved. Now, 
those persons not only receive ade- 


quate basie hospital-medical-— 


surgical care, but they have been 


restored to the dignified position | 


of being able to make their own 
selections and determinations. The 
identical situation is true of some 
18,000 children. 

Some may call these programs 
by other names. We like to call 
them progress. 


Hospital association meetings 
(Continued from page 6) 
11-15 National for Nursing, Philc- 


delphia (Convention Hall) 
13-15 Regional Conference on Development 


of Principles for Planning the Future 


Hospital System, Washington, D. C. 
(Raleigh Hotel) 

13-15 Upper Midwest Hospital Conference, 
St. 1 (St. Paul Auditorium; Lowry 
_and St. Paul Hotels) 

14 Massachusetts Hospital Association, 

Boston (Statler Hotel) 

18-19 Arkansas Hospital Association, Hot 
Springs (Arlington Hotel) 

18-21 Hospital Dental Service, San Fran- 
cisco (Sheraton-Palace Hotel) 

20-22 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City (Convention Hall) 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City (Convention Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law. Boston (Somerset Hote!) 
25-29 Nursing Service Administration. 
Cleveland (Pick Carter Hotel) 
30-June 4 Catholic Hospital Association, St. 


Louis (Kiel 
JUNE 


1-3 American National Red Cross, At- 
lantic City, N. J. 

1-3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) 

1-6 International Hospital Congress, Edin- 
burgh, Scotland 

2-3 Maine Hospital Association, Rockland 
(Samoset Hotel) 


4.5 American Geriatrics Society, Atlantic 
City, N. J. 
8-10 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 
8-12 American Medical Association, At- 
lantic City, N. J. (Convention Hall) 
10 Connecticut Hospital Association 
10-12 North Carolina Hospital Association, 
Blowing Rock (Mayview Manor) 


12-14 Joint Council to Improve the Health 


Care of the Aged, Washington, D. C. 
(Sheraton Park Hotel) 


15-19 Hospital Pharmacy, Salt Lake City 
(University of Utah, Union Building) 


18-19 New Hampshire Hospital Association, 


Whitefield (Mountain View House) 
21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 

24-26 Comite des Hopitaux des Quebec, 
Montreal (Windsor Hotel and Show- 
mart) 


JULY 


13-17 Hospital Purchasing, East Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 

13-17 Werkshop on Team Nursing. Chicago 
(AHA headquarters) 


AUGUST 


3-7 Hospital Pharmacy, Chicago (Univer- 
sity of Chicago) 
25-28 American Dietetic Association, Los 
Angeles (Shrine Auditorium) 


The future nurse: her place 
and preparation 


(Continued from page 36) 


foster an increase in numbers of 
nurses. Two examples are: 
a. Reducing the 33 per cent who 
drop out before graduation. 
b. Making nursing a more re- 
warding career by 
1) Helping the nurse make 
optimum use of her time. 
2) Helping the profession at- 
tain prestige commen- 
surate with its accomplish- 
ments. 
3) Continuing improvement 
in working conditions. This 
is not merely in the areas 
of wages, hours and fringe 
benefits but an improve- 
ment in the nurse’s work- 
ing administrative rela- 
tionships with other 
employees and with 
physicians. 
4) Ensuring opportunities for 
advancement to the limit 
of her capabilities. Nurs- 
ing should be a rewarding 
career for a span of 40 or 
more years, not merely 
from 21 to 24 and from 
widowhood to retirement. 
5) As we plan for the future, 
we should hold firmly to 
basic principles while 
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varying curriculum to 
meet changing needs. ® 
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8. Statement of Belief (tentative), adop- 
ted at meeting of Council of Member 
Agencies, National League for Nurs- 
ing, June 1 

9. Snoke, A. W. and Ogrean, R. B. Nurs- 
ing service and education. HospirTAts, 
J-A.H.A. Part 1, 30:34 Jan. 1. Part 2, 


10. West, M.D. and Crosby, E. L. Nursing 
students in the future. OSPITALS, J.A.H.A, 
30:33 Jan. 16, 1956. 

11. Lambertsen, E. C. Education for Nurs- 


ing Leadership. Philadelphia, Lippin- 


cott, 1958. 

Charts 1, 2 and 3 are taken from a 
progress report of the program of the 
Division of Nursing Resources, U.S. De- 
partment of Health, Education and Wel- 
fare—Public Health Publication 551. Chart 
4 is taken from U.S.P.H.S. Source Book. 


Health insurance and 
mental illness 


(Continued from page 48) 


pay sufficient premium to cover 
the actuarial risk of mental ill- 


ness. Perhaps the traditional fi-- 


nancing of mental institutions by 
state governments is so completely 
accepted that it will always be 
the way. If the cost of care in state 
mental hospitals were included in 
the benefits, this would eventually 
cause profound changes in the fi- 
. nancing of care for mental illness. 

With the rising costs of hospital 
care and with the average hospital 
patient’s increasing dependence on 
third party payments, there ap- 
pears to be a great need for pre- 
paid medical care coverage for 
mental illness. The difficulty in 
terminology between the different 
mental illnesses and personality 
and character disorders, the lack 
of actuarial information, and the 
expense of psychiatric treatment 
appear to be the major problems 
in extending benefits for mental 
illness. The experience of the 
Cleveland!2 and Kansas? Blue Cross 
plans and the Prudential Insur- 
ance Company!* seems to indicate 
that it is actuarially possible for 
prepaid medical care plans to in- 
clude short-term hospitalization 
benefits for mental illness in their 
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ambulatory and 


| 2. Davidson, H., et al. 


contracts with a two to three per 
cent increase in premiums. If the 
trend of the last 10 years is any 
indication, health insurance cov- 
erage undoubtedly will be more 
extensive in the future for those 
in the community needing psy- 
chiatric treatment on a private 
inpatient basis. 
Within the next decade, voluntary 
health insurance will try to meet 
this challenge, as it has met oth- 
ers in the past, and will probably 
attempt to extend coverage for 
mental illness to all those needing 
such care. 
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Ask the men who 


have the “say” 


trator... 


Ultra-modern recessed 
type; Vitreous China; 
gloss filler, automatic 


gets their O. K. 


Ask any architect, contractor, hospital adminis- 
they’ll all agree that Halsey Taylor is 
the logical choice. And not without reason, for 
Halsey Taylor offers the greatest advantages, since 


eee it is built by a house devoting its entire facilities 
and resources to the manufacture of the finest in 
drinking-water equipment. 

1c The Halsey W. Taylor Co., Warren, Ohio 
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it wasn’t there. Today, he picks it 
upand wonders: why did it grow like that? 
The miracle of growth! Whether it’s a ‘“‘toad- 
stool”’ that springs up overnight or a cancer cell 
that suddenly comes into being, we’ve a lot to 
learn about the whole beautiful process of or- 
derly growth . . . and the dreadful, senseless 
growth that is cancer. 
The cancer puzzle is tied up in growth 
—growth of body cells smaller than the periods 
on this page. 

Scientists, working under grants from the 
American Cancer Society, are ceaselessly study- 
ing cells—normal and cancer cells. And they 
too are asking: Why? 


Why do cells suddenly change from normal 
growth to uncontrolled, disorderly growth? This 
question can be answered only by the most 
probing, painstaking and costly research. 
Your contributions to the American 
Cancer Society will support hundreds of scien- 
tific studies necessary to save lives today and 
tomorrow. 


Remember: Cancer 
canstrikeanyone.But AM ( AN 
you can strike back : 
hard with your dol- 
lars. Send your gift to ( AN CER 
CANCER in care of 
your local post office. S () i ETY 
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RE NATA 


PRO 


JOHN H. HAYES 


With this issue this column be- 
gins its eighth year of publication. 
Perhaps it is now time to print 
some of the many letters which I 
have not received from readers. 
For instance: 

x * * 


I notice that you have not added 
any more words to your Moron’s 
Medical Lexicon recently. Can’t 
you think of any?—A FRIEND (7?) 

x * 

I am told that you spent 27 
years in hospital management. 
How come you still seem to like 
people?—-IMA CRABB 

x * 
When our students in hospital 


administration were told that the 
course would hereafter include 
your column as required reading, 
six students transferred to a course 
in space control. They said this 
was greatly needed in some 


quarters.—ProF. WorTH A. CHANCE 


x 
Many congratulations on your 
eighth anniversary! I always read 
your column and think it great. 
Keep it up.—Mrs. JoHn H. Hayes 
x * 


I always look for your column 


first when I get the magazine. I 


find it easier to do unpleasant 
things if I do them right away. 
—CONSTANCE REEDER 
@ 
You seem to have a lot of so- 
called poetry in your column. Is 


this done to fill up space or be- 


cause you do not like your readers? 
—HENRY W. SHORTFELLOW 

Some of the trustees of Snake 
Valley Hospital felt that, in sup- 
plying you with items of our 
activities, our administrator ought 
to be paid. Others thought that he 

ought to be fired. 


We compromised by reducing 
his salary. 

—Sias B. SILO, President 
x * * | 

I have been superintendent of a 
42-bed hospital for the past three 
years and now want to advance by 
becoming a hospital consultant. 
Please tell me how to go about it. 

—Tyrus B. Tyro 

I notice that you have not had 
any Ease-up’s Fables in your 
column in a long time. Thank you. 

— (UNSIGNED). 
x * 

My teenage son considers him- 
self an active member of the “beat 
generation”. I tell him to read 
your column if he really wants to 
know how “beat” a person can 
get.—WoORRIED FATHER 

2: 

Webster’s says that pro re nata 
means “for the emergency; for the 
occasion that has arisen.” 

An emergency is something that 
should be met right away. Why 
does your column appear at the 
end of the magazine? 

—De WITT WRIGHT 


For a Handy Purchasing 
Reference 
see the 


GUIDE FOR 
HOSPITAL BUYERS 


on the Goldenrod pages 
Part Il of the Aug. 1, issue 
HOSPITALS 


Journal of the Americen Hespital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


Bol’ Tags ° 


BOWL CLEANER 


GERMICIDE 
Kills ‘‘Staph’’ in Seconds 


POWERFUL 
BUT SAFE 


end acid accidents 
redi-measured 


SAVES PENNIES ON EVERY CLEANING 
Distributors in 60 cities 


Horizon 


400 Upper Midwest Bidg., Minneapolis 1, Minn. 
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ad 
ROU TaBs © 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


SHARPENING PROBLEMS: Let us help 
you have better work, by letting us 
sharpen your Microtome kn ves, Cataract 
knives, Keratomes, Scissors, Saws, Chisels 
etc. One week service. Thiemann Boett- 
cher & Co., Inc., 1993 Broadway, New York 
23, New York. 


MANUFACTURER'S REPRESENTATIVE: 
Available contactin Architects, Engi- 
neers, Contractors, Institutions, and Sur- 
= Houses, in Pennsylvania, New Jersey, 
elaware and Maryland. Joseph W. Kis- 
S. Sartain St., Philadelphia 7. 
a 


MISCELLANEOUS 


Investment syndicate is interested in oli 
chasing proprietary profit making o 
staff —“,_~ anywhere in the Unit ted 
States ill retain present rsonnel and 
maintain high standard public and patient 
relations. nlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25 


POSITIONS OPEN 


CHIEF DIETITIAN: Administer and direct 
dietary program. A.D.A. registered. Ex- 
perienced in ~ adminis- 
tration. 185 bed J.C.H.A. peeves general 
hospital with ties. Approved 
diploma school of 150 students. Excellent 
working condition, personnel policies, and 
very attractive salary. 95°, of active medi- 
cal staff is board certified. Contact, Byron 
D. Jackson, Administrator, St. Luke’s Hos- 
pital, Fargo, North Dakota. 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH egg non- 
sectarian hospital of 576 beds (ineiudin 
125 non-acutebeds) and NLN accredit 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel licies. City 
of 110,000 located on beautiful Lake Su- 
rior. Write Personnel Director, St. Luke's 
ospital, Duluth 11, Minnesota 


The International Cooperation Administra- 
which S. technical assist- 

in 60 needs sev- 
PITAL ADMINISTRATORS for 
responsible positions overseas. Minimum 
requirements are a B. in business ad- 
ministration and an M. in hospital ad- 
ministration. Curricula Stine may be sent 
to the Public Health Division, Box HA-1, 
1.C.A., Washington 25, D. C. 


106. 


OPERATING ROOM SUPERVISOR: 129 
bed and 22 bassinet fully accredited hos- 
pital—location central to Boston, Provi- 
dence and Cape Cod—Taunton, Massa- 
chusetts. Special clinical preparation in 
supervision, B. S. desired. Surgical Tech- 
nician program under consideration, qual- 
ified surgical staff, excellent personnel 

licies. lary open depending on quali- 

cations and Write Director 
of Nursin Service, Morton Hospital, 
Taunton, assachusetts. 


ADMINISTRATIVE SUPERINTENDENT: 
for State Mental hospital located James- 
town, North Dakota. Salary open, plus full 
maintenance. Hospital population approx- 
imately 1,800. Requirements—At least five 
years experience as Hospital Administra- 
tor. Contact H. H. Joos, Chairman, State 
Board of Administration, State Capitol 
Building, Bismarck, North Dakota. 


DIETITIAN: position being created by 
opening of 120 bed rehabilitation addition 
to Iowa Methodist Hospital. Excellent op- 
portunity for ADA registered hospital 
trained person. Possibility of work in 
either therapeutic or administrative areas. 
Good pay, liberal benefits. 
nel Director, Iowa Methodist Hospital, Des 
Moines, Iowa. 


BUSINESS MANAGER—COMPTROLLER: 
Capable of assuming authority. Reorgani- 
~~ of all phases of business office. 85 

d J.C.A.H. approved hospital. Western 
Pennsylvania famous resort area. Address 
HOSPITALS, Box I-85. Stating experience 


and qualifications, salary desired and when 


available. 


VACANCY, NURSE ANESTHETIST: Sala- 
ry $500.00 or better. Ideal working condi- 
tions with two other nurse anesthetists. 
If interested, telephone 4391, Butte, Mon- 
tana, and reverse charges. 


IRECTOR, NURSING SERVICE: 115 bed 


D 

middle west. lary open plus 
artment. Hospital less than five years 

: d. ADDRESS HOSPITALS. BOX 1-98. 


STAFF NURSES, (3): Fifty bed hospital, 
small community near St. Louis, prevail- 
ing salary, paid vacation, paid sick leave, 
expanding facilities. Address replies to 
Mr. Robert E. Harper, Jr. Administrato.', 
Lincoln County Memorial Hospital, Troy, 
Missouri. 


NURSES: Registered: general duty and 
operating room. Modern 74 bed District 
ospital, midway between San Francisco 
and Los Angeles, salary 
$325.00 per month, 5 ~~ Contact 
Administrator, Tulare istrict” ‘Hospital, 
Tulare, California. 


CHIEF MEDICAL RECORD LIBRARIAN: 
Registered. Modern department, challeng- 
ing opportunity in 300 bed fully accredited 
general hospital. Salary open. ASSISTANT 
MED. RECORD LIBRARIAN. Salary com- 
mensurate with those in area. Apply Ad- 
ministrator St. Joseph's inficmary, At- 
lanta, Georgia. |. 


REGISTERED NURSES WANTED: For 
operating room supervisor and general 
floor duty. 57 bed hospital. Details fur- 
nished on request. Contact: Administrator, 
~~ Perterson Memorial Hospital, Kerrville, 
exas. 


OUR 63rd YEAR 


AR 


rOORMER 


Wal. Wabash: 


Telephone RAndolph 6-5682 


500-bd 


ir full a prvd iad? dd’g 50% 
beds; shid ACHA; 


(c) 250-bd in aie stage: employ now: 
$20,000; Calif. (d) ild’g now; 
degree or exper’d; ee © now; $15- 
18,000; MW. (e) 200-bd gen; req’'s ‘ACHA 
or 6 yrs exper; to $15,000; also assoc ad- 
n n 
325 bd, wil "double in size; 
$12, 000; Sw. 60-bd vol gen JCAH med 
sch affil hsp ‘Orde 40 beds; about $12,000; 
NE. (h) 70 bd JCAH gen; new post; req's 
MHA; Ind. (i) 100-bd JCAH vol gen; ma- 
ture w/good exper; degree not nec; $8000; 
W-So central. (j) Long estab recog’d rp, 
15 Board men w/own 250 bd san; req’s 
ACHA or MHA with 2-3 yrs exper; E. 


beds, JCAH, full apprvd vol gen; req's 
4 a Calif. (1) Assoc 
adm sah ; req’s MHA; 
Calif, M 300-bd full a 
a gen; $9000; MW. (n) Grad, coll. u 

of nurs’g or equivalent w/course o 
ron bus, social or exact science; 300-bd 
full apprvd gen vol hsp; $7000; Ohio. 


EXECUTIVE POSTS: (0) Accounting 
5 mg te new post; Hosp Council (38 

ry develop cost procedures; req’s CPA; 

d enjoy research; to $10,000. (p) Person- 
oa Dir; 4-5 yrs exper w/BS in pers! or 
indus rel; very Ige full apprvd gen vol 
hsp; MW. (q) Comptroller; to set up, 
controls, 12 affil hsps; direct program, 
some travel; attractive financial arrng- 
mts; MW. (r) Ass’t Comptrir; exper'd; lge 
hsp, vic Washington D.C. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Il. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business 
tians, Physicians, Directors 

Therapists, Pharmacists, Medical — 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, -Ra 
Technicians, Food Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 7 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and Technicians. In- 
quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


HOSPITAL EXECUTIVE AND COMMERCIAL 
PLACEMENT AGENCY 


790 Broad Street, Newark 2, N.J. 


To Employers—We offer our confidential 
screening service. 
To Employees—We offer our confidential 
placement service. 
Please write for details, 
William J. Joel, Assistant Director 


HOSPITALS, J.A.H.A. 


POSITIONS OPEN 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Ulinois 


ADMINISTRATORS: To succeed promi- 
nent sup't reti 
bed gen. , aS ; $25,000. (b) Med. dir; 
200-bed hosp; 3 yrs’ exp, pract of med 
including as hosp adm; 
oppor facu r 
sibilities, 2 ls; E. (a) fully 
approved 400-bed hops; 
prog. includes new x-ray surg. depts, 
multi-storied med. office dept; West; un- 
usual oppor. (e) Dir., 400-bed teaching 
hosp; med. school city: E. (f) Adm., 200- 
bed gen. hosp. increasing to 300; rapidly 
growing city in South. (g) Consultant: 
important prog; considerable travel. H3-1 


ANESTHETISTS: (a) Alaska Coastal town 
nr mountains; 100- hosp; friendly 
sociable community; $575, living accom. 
(b) Free lance or guar. plus percentage; 
outstanding finan. oppor. for ambitious 
person; 50-bed hosp; wealthy Iowa agri- 
cultural area. (c) OB, average “$650 
month; busy modern hosp, 700 beds: - 
leading city. (d) Join staff of 4, headed 
by , 250-bed hosp. near Conn. resorts; 
top salary. H3-2 


DIETITIANS: (a) Chief, 200-bed hosp. 
near Washington, DC; top salary. (D) 
A.D.A. join staff national food service 
org; excell oppor. advancement; $5200 up, 
travel expenses. H3-3 


DIRECTORS OF NURSING: (a) Dir. 
Nursing Service and Education, new 500- 
bed hosp; ae for 250 students; lead- 
ing indus. center, S; $10,000. (b) Dir. School 
and Serv; excell assts: 250-bed hosp, 100 
students; Pa; $8500. (ce) Direct nursing 
serv, new univ. affil, psychiatric research 
center; excell professional mg MW; $9- 


,000. (d) direct nurs. serv. indus. organ. 


overseas prog; $10,000. (e) Direct newly 
estab. degree nurs. prog; renowned univ; 
MW; excell finan arrangement. H3-4 


EXECUTIVE HOUSEKEEPER: (a) Chief, 
large West Coast hosp; $5-$7000; good op- 
: exer complete initiative, respons. 


EXECUTIVE PERSONNEL: Accounting 
specialists, certified, who enjoys research; 
duties; conduct uuiform cost reporting 
among member hosps,. — hosps estab. 
uniform procedures, ae reports & 
conduct educ. sonsinars: (b) Asst. 
adm, strong in acctg: 400-bed hosp; $7- 
$9000; New Eng. (c) Controller, outstand. 
quals; take over finan. control mgt 
univ; as asst. controller v. 
ideal. Controller, 200-bed hosp; 
min. 5 yrs’ exper. req; $10,000; lif. H3-6 


INSTRUCTORS: (a) Psychiatric Nurs. 
Inst; collegiate prog: 9 mo. appt; ideal 
west coast loc $600 mo. (b) Instruct 
ractical nurses = adult vocational school; 
Bay appt; $650 month; Lake Mich. area. 


RECORD LIBRARIANS: (a) Chief and 
pee school for Med. Record librarians; 
med univ. med. center; ideal loc; 
57500. (b) 200-bed hosp., on Pacific Ocean: 
,000. H3-8 


SUPERVISORS; (a) Night; 
tion. 85-bed hosp; moderate pm oor og lif: 
$4500 up. (b) Psych. Supv., research cen- 
ter, Ly. hosp; Eastern seaport: 
for overseas hosp., Amer. 
cane ih ; must have BS; , excell 
benefits. (d) se avail. 13 va Hawaii; 
$400 start; mtce av 
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SHAY MEDICAL AGENCY 
Blanche Shay, Director 
55 East Washington Street 


Chicago 2, 


ADMINISTRATORS: (a) Southeast. New 
Private hospital. Degree in h 
ministration. To $12,000. (H-2799). (b) Mid- 


die West. 50 bed hospital. Prefer R.N. 
(H-2651). (c) Administrative Assistant. 
East. 375 bed hospital. Supervise house 


services dept. $6000 minimum. (H-2798). 
(c) Southwest. 100 bed hospital in town of 
20,000. Degree not required. Good adminis- 
trative exp. (H-2680). (d) East. Near N.Y. 
City. New hospital under construction. 
Will employ administrator now. (H-2566) 
(e) Assistant. 300 bed hospital in east 
central part of country. $7 (H-2713). 
(f) Assistant Administrator. South. 275 
bed hospital in city of 100,000. (H-2764). 


EXECUTIVE PERSONNEL: (a) Assistant 
Office Manager. Rocky Mountain area. 
400 bed hospital. Excellent opportunity. 
(H-2758). (b) Accountant. orida. 150 


exp. $5500. (H-2755). (d) Comptroller. Mid- 
t. 600 bed oe Degree with 
major in ag ee uired plus ac- 
counting exp os (H-2469). (e) 
Comptroller. 
accounting exp. preferred. (H-2583) (f) 
Personnel Director. Middle West. 400 bed 


hospital. Prefer hospital exp. but will 
good industrial exp. $7200. 
(H- : 


REGISTERED NURSE-EXECUTIVE DI- 
RECTOR: Middle West. Direct Visiting 
Nurses Association of city near Chicago. 
Staff of nine public health nurses, one 
ahs nurse and a secretary. To 

). 


NOTE: We can secure for you the position 
you want in the hospital field, in the 
locality you prefer. Write for an applica- 
tion—a stcard will do. ALL NEGOTIA- 
TIONS STRICTLY CONFIDENTIAL. 


POSITIONS WANTED 


BUSINESS MANAGER: Controller six 
years experience as assistant business 
manager and accountant in a 200-bed hos- 
pital. All locations will be considered. Ad- 
dress HOSPITALS, Box I-97. 


ADMINISTRATOR: 32 presently employed 
in JCAH approved hospital, desires change 
to large hospital, location not a factor. <* 
tensive su hospital experiences 
all phases, and organization. Will ote Po 
— of Assistant with possibilities. Wife 
resently employed as Chief Nurse An- 
etist. Address HOSPITALS, Box I-88. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


FOOD SERVICE DIRECTOR: 10 yrs’ exper. 
lige hosps; budget control, purchasing; able 
organ. dept for operation at minimum 
expense. 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of 
relocating, the physician in need of an 
associate, or the institution reorganizing 
or augmenting its staff, Burneice Larson 
offers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all of America, in- 
cluding countries outside continental 
United States. 


OUR 63rd YEAR 


WOODWARD 


‘Velepnone RAndoipn 6-5682 


ADMINISTRATOR: (a) 8 yrs. rsl dir, 
ass't dir, act’g dir & dir same vol gen hsp 
during which time hsp ex neat to 
bds; age 38; member, ACHA. 


ADMINISTRATOR: (b) 10 yrs, adm. gen 
vol hsp during which time has suprv’d 3 
expansions (now 160 beds) plus constrn of 
nurses home; capable organizer; seeks 


greater respons; early 40's. 


NURSE ADMINISTRATOR: (c) Member, 
ACHA; seeks hsp, 75 beds up, mid west 
only; exc ref. 


ASSISTANT ADMINISTRATOR id) BA 
(bus adm) MHA; 1 yr, res, 750 bd hsp; 
age 


ANESTHESIOLOGIST: (e) Past 2 
chief, 600 bed hosp; final Boards, iach 


PATHOLOGIST: (f) Dipl, both branches, 
= -_ consultant, tch’g & dir, lge hosp 
ept. 


RADIOLOGIST: (g) Dipl, both brnchs & 
isotopes; seeks hosp pract in diagnosis. 


~ FOR A HANDY PURCHASING REFERENCE 
see the 
GUIDE for Hospital Buyers 
on the Goldenrod Pages Part Il 
of the August 1 issue of HOSPITALS 
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American Hospital Association .......... 104, 105 
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2 
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85 
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of Raybestos-Manhattan, Incorporated ......... 65 
Sklar Manufacturing Company, J. ............... 14 
Steele-Harrison Manufacturing Company ......... 74 
Swartzbaugh Manufacturing Company ........... 21 
Taylor Company, Halsey W., The ............... 103 
25 
Wilmot Castle Company ................... 81, 82 


Wilson Rubber Company, The 
A Division of Becton, Dickinson and Company ... 57 
Winthrop Laboratories 


PICTURE CREDITS 


Robert McCullough 

LEFT: Rober 

TOP: Cleveland Piain Dealer—Ray Matijasic 
Les Cooper | 

West Penn Hospital 

Staff photo—Fritz 


See 


p. 94 Hospital Topics 

p. 95 TOP: Staff photo Fritz 

p. 95 BOTTOM: Oscar & Associates, Inc. 
p. 100 St. Lowvis Post-Dispotch—tLester Linck 
p. 101 U.P.I. Photo 


Effective but iow-coss Communications 


Classified advertising is the lowest-cost method of adver- 
tising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment 
to sell. 


Here is the audience for your advertisement . . . HOS- 
PITALS’ subscribers include more than 9,000 hospitals and 


administrators, 1,800 department heads, 700 governing 
board members in addition to approximately 4,500 


others. 

The classified advertising rate is 30 cents per word with 
a minimum of $4.50 per insertion. Deadline: 30 days be- 
fore publication date of the issue. 


H @ Ss Pp i TA L S Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois — 


HOSPITALS, J.A.H.A. 
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ETIST, LAS. TEC ‘X-RAY TECH.. OR 
COMBIN A TION LAB -X-RAY TECH., 
MED. REC. LIBRARIAN, DIETITIAN 


COMBINATION ADMITTING CLERK- 
PR-SECRETARY. Top salaries outside 
Podersi hospitals, 40-hr. wk., progressive 
personnel policies. New Hosp. ‘opened Jan., 
1957. Rocky Mtn. region, 25-min. drive to 
mtn. scenery, 
unds, not far from 
OSPITALS, Box H-57. 


tl. park. A: 


ANESTHETIST. NURSE: For o 
and surgery, also three genera’ 
aurses in new modern 44-be? 
near Port Huron. Top salarie 
working conditions. Write 
Administrator, Yale 


DIETITIANS: A.D Thera 
ministrative. 230-bed fuli 
hospital. Salary open. Li 

licies. Housing available. 
ITALS, Box H-36. 


Re istered fernale nurse Wi 

SUPERINTENDENT of a 48-* 

Tuberculosis Sanatorium i 

Position is open August 1 

someone experienced in 

work and have some know 
‘rculosis work. Address 

ox H-37. 


INSTRUCTOR 

CAL NURSING). College credits 
perience required. Salary 
Apply Person nel Offic e, Englewoor 
tal, Englewood, N.J. 


CLINICAL 


ASSISTANT NURSING SUPERVISORS 
(2). Rotate 3-11:30 P.M., 11-7:30 A.M, 
Start $300 month plus $30 add'l. diff. Ap- 


ply Personne! Office. Englewood, Hospi- 
tal, Englewood, N.. 
DIETITIAN wanted for 88-bed private 


yehiatric hospital near Cleveland, Ohio. 
omplete charge. Live in. Write Director, 
Windsor Hospital, Chagrin Falls, Ohio. 


ORTETRICAT. SITPFRVISOR New mor. 


fishing, hunting, Address: 


for EFFEC THE 


LOW COST CLASSIFIED ADVERTISING, it’s 
Inc., Yale, HOSPITALS , Journal of the American Hospital Association | 


range $3? publication date. 


Graduation ‘from school 
for new department located in 224-bed 
general hospital. Excellent personnel poli- 
cies, Allen Memorial Hospital, Waterloo, 


lowa.,. 


per 


Help wanted, for sale, position wanted . . . 
whatever you want to tell or sell to the hospital 
f field, you'll find HOSPITALS most effective. 
That’s because HOSPITALS 
by more hospital administrators than any 
other hospital field journal. 


Rates: 30 cents per word; minimum charge 


$4.50 per insertion. Deadline: 30 days preceding “abl afl hook: 


ott ase if 
. (db) « Gegree 
plus admin. experience, 
warge psychiatric hospital. To $7000, 
Northwest 200-bed hospital. Have Director 
of Nursing Education. Located in city of 
60,000. id) Director of Nursing Service. 
Middle West. Service and Education are 
two separate divisions. Bachelors degree 
required. 200-bed hospital: very progres- 
sive nursing program. $6500. (e) irector 
of Nursing Service. East. Degree not re- 
quired. No teaching. 200-bed hospital near 
Boston $6000 minimum to start. (f) Mid- 


_dle West. Complete supervision of nursing 


(Clip and Mail) 


is read twice a month 


dir: 200° bds-up. or asst, 


ADMINISTRATOR: BS., hosp adm; yrs 
hosp res; 4 yrs, adm ofc & asst adm, 400- 
bd, research & tchg hosp; 4 yrs. adm 150- 
bd children’s hosp; superior individual, 
trn'd & exper’d: active hosp affairs, 
= Natl levels: middle 30’s; Member 


OMINISTRATOR: 2 yrs, hosp pharma- 
t2-v ‘rgical sales; 3 yrs, hosp 
1 yr, 5 yrs, 2 yrs, adm, 

© zed: eminently suc- 

fiosp; late 30's; Mem- 


WN past 6 yrs, adm, 
hosp, great~- 
; Member AC- 


“MINISTRATOR: 

2 yrs relations, lge 
325-bd hosp; see 

South; late 30's; 


ADMINISTRATOR: B.A. 
(bus mgmtf completing 
hosp; prefers Mich; 


...«tNISTRATOR: B.S. 
VS. (hosp adm) 2 yrs hosp 
es ofc & cred mgr, 150-bd 

res; currently, asst dir, 
seeks asst- 
asthe 0 bds up: any locality; early 
30's: excel recommendations; Nominee 
ACHA 

M.H.A.; 4 yrs adm offices. US Army: 4 
yrs, adm asst, state -Hith Dept: complet- 
ing 2-yr adm res 100-bd tchg hosp; mid- 
die single. 


ANESTHESIOLOGY: 2 yrs, dir, anes, 150- 
bd hosp & assoc dir, anes, 2 others: pre- 
fers, chiefship, one hosp. min 300 : 
fee or percentage; late 30's. 


COMPTROLLER: 9 yrs, accountant to 
comptroHer, 500-bd tchg hosp; 2 yrs. 


under the following heading: 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


issue(s) of HOSPITALS 


(Dare of Publication) 


For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
C) Check or Money Order Enclosed Signed 
Bill the Hospital 
Hospital 
Address 


City & State 


University Microfilas 
313 North First Street 
Ann Apbor, Mich. 


foe CENTRAL SERVICE EFFICIENCY 


5 


= =} To improve the efficiency of a good Central Service Department 
— . +. Or to assure maximum performance for a new one .. . talk to 
OSPITAL P cas LEMS the most discontented people in the world! 
1$—4 You'll find them in the professional staffs of the American Sterilizer 


Research and Technical Projects Divisions . . . working with the 
hospital problems and methods from more than a hundred countries. 
Their unrest stems from a steadfast unwillingness to accept any 
AMSCO RESEARCH technical problem as unsolvable, or any improvement as final. This 
LABORATORIES 
enlightened dissatisfaction sparks a continuing development of 
advanced techniques and equipment to help hospital technical de- 


partments do better work, easier and at less cost. 
Because its function is so broadly vital to hospitals, 
the Central Service Department enjoys exceptional benefits 
gnsuul ANTS from Amsco’s dedication to “the better way.” The Amsco 


concept assures an integrated technic of the highest order, 


ust 
\ns in which each detailed procedure flows smoothly to the 


RUMENTATIOW 


next... for the ultimate in patient protection, and the 


LANNING maximum utilization of space, personnel and 


equipment. 


_ Write for illustrated brochure MC-506 
‘The Central Service Department.” 


BETTER 
PATIENT PROTECTION 


SIMPLIFIED 
STAFF WORK 


AMERICAN 


STERILIZER 


LOWER 
OPERATING 
COSTS 
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